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ABSTRACT

This thesis examines the experiences of two groups of nurses who served in the
Vietnam War, the members of Royal Australian Army Nursing Corps (RAANC) and
the women who volunteered as members of the civilian aid surgical teams who served
in Vietnam under the humanitarian aid clauses of the Southeast Asian Treaty
Organisation (SEATO). The oral testimonies of 31 members of both RAANC and the
civilian aid teams provided the evidence used for this thesis.

The thesis argues that both groups of women, irrespective of their mode of
deployment worked within a tradition of Australian nursing: the military nursing
tradition, first established by the Boer War nurses, and developed further by
Australian nurses in subsequent world wars. The military nursing histories and the
development of that tradition provide the context for the study of the testimonies of
the 31 nurses. The study notes that traditions have a malleable quality that allows for
adaptation and change and reflect the conditions in which the nurses found themselves
and the common elements that link the experiences over different wars.

The presence of civilian aid nurses in Vietnam raises a question concerning a nursing
tradition that historians have identified within Australian military nursing, which the
thesis explores further. This was the first time a large group of Australian civilian
nurses (210) had served in an overseas region of conflict, but the histories, except one,
and the Australian government saw only the nurses in the armed forces as part of the
military structure, and the civilian aid nurses distinct from that structure administered
by the Australian Defence Forces (ADF).

This thesis argues that the attitudes,

working conditions and experiences of both groups of nurses, particularly the civilian
aid nurses, reflected the experiences of nurses in past wars in perpetuating a military
nursing tradition. This suggests that the attitudes and responses to nursing in a war
zone may not simply be a nursing tradition associated with the military, but is more a
general response of nurses to their work in areas of conflict, sometimes with little
regards for age, race, or enemy affiliation.
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Preface1
The following notes are memoirs of my time spent in Southeast Asia in the latter part
of 1967. When I returned to Australia in December 1967 I commenced research into
the history, politics and the people of Southeast Asia, in an attempt to answer certain
questions that were not clearly explained while I was in Malaya and Laos. Those
unanswered questions were the inspiration behind the research into this thesis. They
refer to the reasons why Australia became involved in the conflicts of Southeast
Asia, and why, in 1967, they were conducting intelligence surveillance in Vientiane,
when the country was supposedly ‘neutral’. The second question led to an enquiry
about the reasons why many Australians, including nurses became involved in the
conflicts in Southeast Asia, in particular with the Vietnam War. In writing these
memoirs two themes emerge. The first refers to the time of 1967, a period when the
global cold war led to hostilities between communist and non-communist factions in
many countries and shaped Australia’s attitude to her Southeast Asian neighbours:
Australia is so close geographically yet in 1967 so far culturally and economically.
The second theme is linked to the focus of this thesis, and that is the universality of
the nursing profession, where trained nurses volunteer to work in any country of the
world where their services are needed and accepted.

My first interest in Southeast Asia was kindled by the friendship of my Malayan
friends and fellow students. Many, like my friend Hatijah Yusof, were studying at
one of the Australian universities or institutions under the Colombo Plan. After
graduation they returned home to work in government institutions, businesses and
hospitals with their newly acquired skills. Hatijah Yusof was a Malayan student who
studied nursing at Repatriation General Hospital Concord and when we both
completed our studies I travelled with Haiti to her homeland to enjoy the hospitality
of her family in Singapore and Penang. The indirect influence of young Asian
students in Australian institutions under the Colombo Plan was the catalyst that

1

The conventions set out in the History Style Guide, issued by the Faculty, have been used for this
thesis.
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prompted some young people, like myself to volunteer for work in Southeast Asia,
out of curiosity, a sense of adventure or humanitarian motives.

After three weeks in Malaya I flew further north to Laos, via Thailand, to spend time
with an old school friend, Mary White, who was with the Australian Embassy in
Vientiane, capital of Laos. It was her first overseas posting as an administrative
assistant with the Department of Foreign Affairs (DEA). As a young 21 year old it
was certainly a challenge attending to diplomatic functions, visiting the local
orphanage and working five days a week for the DEA

Soon after arrival I offered my nursing services to the local United States Agency for
International Development (USAID) office, an American agency set up by President
Kennedy in November 1961 to provide humanitarian aid to developing countries, an
aid program not unlike the Colombo Plan. The work involved general nursing care
of the Laotian population, as well as attending to patients with combat-related
injuries. Where they came from at this point in time, I had no knowledge, (that is of
nearby insurgent activities.) The workload was not heavy because many Lao family
members attended to the basic care of their relatives. Experience in operating theatre
techniques, and intensive care nursing at Repatriations General Hospital Concord had
prepared trainees to work in various situations throughout the world, while the
nursing lecturers at Concord had been former military nurses in World War II. They
passed on their principles of good basic nursing care in emergency nursing work. In
the USAID clinic, I was not involved in the emergency work, however, but worked
mainly in the operating theatre (OT). Although the equipment, the khaki kits of
sterilized instruments and small shabby operating table were old fashioned, the work
was no different from theatre work in the large white-tiled theatres at Concord.

The American medical staff comprised two trained nursing sisters and one surgeon,
and the latter relied heavily upon the clinical skills of the nurses. The administration
of anaesthetics by the theatre nurse was work that was different from nursing
responsibilities and procedures in Australian hospitals, because in Australia,
anaesthetics is rarely, if ever administered by nursing staff, and in contemporary
times this procedure is not even undertaken by the general practitioner. Nevertheless
2

the nurses appeared confident, assured of their skills and quite capable of performing
these procedures. The dosages of the medications (often Pentothal) and muscle
relaxants and level of nitrous oxide were all prescribed and planned by the surgeon
before surgery.

However it was the nurse who performed the procedure from

intravenous injection to intubation of the Magill’s tube and application of the Nitrous
Oxide mask to the removal of the gas at completion of the surgery. It was with great
diffidence that I performed my first anaesthetic procedure.

Working with the American trained nurses in Vientiane was an interesting academic
experience and the comparison between their education and the Australian nurse
training quite significant. In America the nurse trainee attended a three-year College
course, graduating with a higher qualification than Australian trained nurses. She
also had greater opportunities to extend her clinical skills in post-graduate studies in
specialised fields such as Anaesthetics. In the 1960s in Australia nurse training was
an apprenticeship system in the hospitals and even though post-basic training courses
were available, they were at the level of certification, except for the College of
Nursing diploma courses.

During my stay in Vientiane I spent two afternoons per week helping the voluntary
workers at the orphanage. The orphanage comprised children who had lost both
parents or were children of an American father and a Lao or Vietnamese mother.
This situation was quite sad because the American father often denied paternity, and
the Lao grandparents could not afford, and did not want, a child of mixed blood.
However, one of the problems at the orphanage was the limited knowledge of
paediatric nutrition, and the constituents of the various infant formulas.

The

International Red Cross in its good-will gestures had deposited several cartloads of
infant formula, antibiotics and medicated formulas for children with feeding
problems. The well-meaning assistants would administer any formula closest to
hand.

Children who did not need medicated formulas or infants requiring the

neonate mixture would be given the incorrect milk product. Children who displayed
feeding and digestive problems would be given antibiotics. As I looked around the
nursery the problems seemed insurmountable. But I was not in charge. I was a
foreign nurse who could not interfere in the administration and organization of their
3

small institution. My visit to the country was limited and it was more diplomatic to
assist in situations when they called upon my advice or support.

When I was in Singapore with my Malayan friend we were caught up in a surging
and potentially dangerous demonstration of political activists. A week later, whilst
staying in Penang with my friend’s relatives, we were again caught off-guard in a
similar demonstration, which also proved to be quite dangerous owing to the amount
of glass bottles thrown about. When I enquired about the violent demonstrations I
was told that they related to the rivalry between the Muslim Malay, the leaders of the
government and the Chinese Malay, the business and entrepreneurs of the country.
There was no mention of the communist insurgency within the population against
government forces. I thought very little about these demonstrations because, some
weeks later I travelled to Vientiane, Laos.

Years later I realised that the two

incidents in Malaya2 and the unrest in Laos and certainly in South Vietnam were all
indirectly linked. At that time, and as an outsider, I could see that amongst the
people in several countries in Southeast Asia, there was a groundswell of
dissatisfaction with their current administration and/or government.

En route from Malaya to Laos, I flew across the lush tropical land between Bangkok
and Laos, in Air Lao, and temporarily forgot the unanswered questions about the
political troubles in Singapore and Malaya. However when we landed at Wattay
Airport in Vientiane, Laos, I stepped into a world that appeared to be on the fringe of
a war zone.

Small planes, some marked as the United States Air Force, were

berthed on either side of the entire runway. As I disembarked, armed Lao troops
crowded the small airport lounge, and checked my passport and ticket. Before I left
Australia and at the time I received my visa for Vientiane, Laos, I had been advised
that Vientiane had been declared ‘neutral country’ by the Second International
Conference in Geneva in 1961. But, on arrival in Vientiane I was suspicious that the
capital and outer regions were involved in some insurgent activities. When my

2

Peter Dennis and Jeff Grey, Emergency and Confrontation: Australian Military Operations in
Malaya and Borneo 1950-1960 (Sydney: Allen and Unwin in association with the Australian War
Memorial, 1996, ‘Malayan Emergency 1950-1960’.) I later found out that these incidents possibly
were a legacy from the Malayan Emergency. Australian troops continued to be involved with anticommunist operations in 1963, and completed their tour in that year, communist aggression still
occurred in Malaya and Singapore.
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friend explained that there was a protected zone, 15 kilometres in radius, surrounding
Vientiane and advised that there was no United States protection outside that zone,
my feelings were correct. Although Mary was residing in an Australian embassy
house outside the Australian compound, which could have been dangerous, the only
incident we encountered was a drunken brawl between several American servicemen,
and the sound of gunfire in the distance.

Vientiane was a fascinating capital. It had the appearance of both a dusty Australian
country town, and a half-finished colonial French outpost. In that small city there
was a notable presence of French, American, Canadian, British and Australian
government officials. There was also a very obvious presence of the US Air Force,
and senior US Army personnel, and I was later informed, the CIA.3

Mary did explain that there were insurgent activities between the forces of the Royal
Lao Army and the Lao communists, the Pathet Lao. She also warned me of the
presence of certain organisations in the capital that were monitoring the movements
of all western visitors. She advised that dangerous situations could be avoided if the
visitor was staying at the residence of an Australian government employee, respected
the cautionary advice from the government officials and did not travel outside the
protected zone. However there were other insidious dangers for the unwary traveller:
Many young western visitors came to look for, and purchase, cheap drugs. There
were dangers in accepting and transporting back to Australia small packages from
persuasive young Australians, who claimed that there was insufficient room left in
their baggage.

The group dynamics in the small medical world of the USAID clinic was similar to
the small domain of the civilian aid teams in the hospitals in South Vietnam. USAID
was an agency that deployed medical teams, accountants, secretarial staff and many
3

David Joel Steinberg (ed.), In Search of Southeast Asia (Sydney: Allen and Unwin, 1987, 1989), p.
385. Published in 1987, this text briefly explains the fighting in the Northern provinces from Lao’s
independence in 1953 to the Communist take over in 1975. Although the heavy fighting and bombing
were not as well publicised as South Vietnam, when there was increased military support from the
North Vietnamese for the Lao Communists or Pathet Lao. After 1965 the Vietcong made use of Lao
territory to funnel men and material southwards. This led to US retaliation and a prolonged and
destructive bombing campaign. Wyatt et al claims that nearly a million men women and children fled
their villages and became refugees in camps administered by the US.
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people in various capacities and they were scattered around Southeast Asia,
particularly in South Vietnam. The Vientiane team had been sent by the United
States Government to work under American aid policies. I was an Australian nurse
offering my nursing services to the clinic to help people of an impoverished city in a
nation that was fringed by guerrilla war, and I needed to be diplomatic in the way I
responded to their directives. I could not change the untidiness of the ward, or the
lack of running water and electricity. I had to help them in a way that they needed
that care. They were grateful for my volunteer work for several reasons. My
professional services eased the workload. They also were foreigners like me caring
for the native population, and they welcomed my support and the way I listened to
their problems about the different culture and language.

The team in Vientiane was from the Philippines. They were American college
educated, the recipients of scholarships which had allowed them to travel to the
United States and attain American qualifications. However, the US government did
not think it prudent to deploy a Philippine team in the Evacuation hospitals in South
Vietnam. Research revealed that the American soldiers had an unfounded prejudice
against medical teams who had an Asian appearance, and the Philippine team were
deployed in Vientiane where there were less wounded American combatants.

In the orphanage I found the most unusual example of group dynamic seen in any
country. There were over a hundred young orphans living in one house. Their daily
nursing care was administered by busy, yet caring helpers, and the orphanage was
managed by a registered Laotian nursing sister, and the Philippine physician paid a
visit once a week. I often felt quite sad when looking at the children in their cots, not
ever knowing a mother’s love, but I also noted one day that the older children
provided this maternal care, and it was not unusual for an eight to ten year old orphan
to carry a baby or toddler on her thin hip.

The Lao or Laotian were gentle people, and the Lao women were often seen driving
the water buffalo in the fields, or in the market selling home produce and beautiful
handcrafts, particularly the embroidered sarongs.

The Australian government

preferred to employ the Vietnamese women, who were known to be astute at
6

managing small businesses and shops in the central business district (CBD). Thus,
Mary was given the services of a French-speaking Vietnamese maid, named Han,
who spoke little English and was aged between 30 and 50. I found her to be a loyal,
warm and caring person and I think she was grateful to be employed by the
Australian government. The other Asian women in Vientiane were not that obvious
except in the bars in the centre of the city. They were mainly Thai or Vietnamese
and not well respected by the American men, probably because as bar girls they
entertained the visiting forces.

Vientiane was a city populated by foreign men. There were few sightings of Lao
men but, as mentioned above, the uniformed and plain-clothed Americans and
Canadians were everywhere. They were part of our social life in the embassies and
the American canteen in their compound and many were College and University
educated. They wore the signet ring of their respective college that seemed to be the
talisman that marked the American serviceman who had tertiary education. But their
attitude surprised me. In 1967 they were unaware that Australia was an urbanised
and sophisticated nation, where many young women had tertiary education and often
had an informed opinion about world events and government policy.

On the other hand there were very few white women in Vientiane, except for the few
American women who were the wives of the diplomatic staff and resided in their
compound. The few Australian women were female diplomats, staff from the DEA,
and wives of the embassy staff. Mary’s role in the Department was to facilitate
administrative services to the public servants in DEA, who were de-coding
information and data gathered from regions near the western Lao border, which was
being used by the North Vietnamese and known as the Ho Chi Minh trail. Many of
the wives of DEA officials volunteered their services to charitable organisations,
such as the Red Cross, and in particular, the wife of the ambassador, who was
president of the Red Cross, often travelled up the Mekong River in a long boat
delivering parcels of supplies to poor villagers.

There were many times when life in Vientiane was ordinary and appeared quite
peaceful, as if the war was quite distant. In Laos there were the fading remnants of
7

French colonialism and small pockets of Catholicism, introduced last century by the
Jesuits. One Sunday I visited the large, shabby and mouldy Cathedral on the outskirts
of the city.

I expected to be an alien in this church surrounded by Lao and

Vietnamese people singing and talking in their own language. When the priest
offered the Mass in Latin, I then realised that the world was not that large and found
the people of Southeast Asia were not that different from church-going Australians.
War can be destructive, but war can also throw different people together where they
can find a shared belief.

Sunday was rest and recreation time, and there were many enjoyable Sundays, where
we became a group of young people seeking fun and sightseeing. One Sunday a
group of Australians and Americans travelled up the Mekong River in a long boat to
picnic under a waterfall. I could not help but admire the geographical beauty of the
country. When I returned to Australia I read where part of Vietnam had been
defoliated and realised that war destroys not only people but also hectares of natural
landscape.

My time in Vientiane, Laos was memorable. I was able to travel to that country,
work in the local clinic with the Philippine medical team, visit the local orphanage
and support the helpers, make great friends from several different nations and
cultures because I was an general trained nurse. The clinical and academic lessons I
had learnt in my training enabled me to provide general nursing care and take on
procedures never experienced before. Certain nursing traditions inherited from my
mentors and teachers at Concord were the foundation stones upon which I relied.
Nursing enabled me to pursue this adventure.

In the years following my return to Australia I continued to be curious about aspects
of my time in Vientiane, Laos, and the notion that Australian nurses could volunteer
after registration and work successfully in modern war zones. This enquiry led to
research into the history of Australian military nurses in previous war zones. This in
turn revealed that those former nurses managed then, in the same way I coped in
Vientiane because, in my opinion, we were guided by certain traditions. These tenets
or traditions were inculcated in the trainee, during her four years of hospital-based
8

training, and possibly stemmed from Lucy Osburn’ s days of Nightingale training.
Some continued others departed and others were introduced, contingent with the
time, place or conflict.

9

Introduction
In 1899 a group of trained and experienced civilian nurses volunteered to serve in the
Boer War under the authority of the British military. Their experiences in South
Africa laid the foundations of what would become a military nursing tradition that
would be developed over successive wars, a tradition that the nurses who served in
South Vietnam would inherit. The nurses who were deployed in Vietnam are the
primary focus of this thesis. They consisted of two distinct groups, the women in the
Royal Australian Army Nursing Corps (RAANC) and civilian nurses who
volunteered to serve as members of the civilian aid teams, sent by the Australian
government, under SEATO, to work with the civilian population.

In the past,

historians have tended to separate the two groups. This thesis proposes to examine
the two groups as a nursing cohort and will argue that the distinction drawn between
the two groups is arbitrary, reflecting the administrative mechanisms that saw them
deployed to Vietnam, because both groups worked in a war zone.

The thesis uses both empirical and oral evidence, the latter drawing on 31 interviews
with members of both the RAANC and the civilian aid nurses. Although members of
the Royal Australian Air Force Nursing Service (RAAFNS) served on the medevac
flights from Butterworth, and are included in the general coverage of the
commitment of the nurses to Vietnam, and are included in the general history of
military nursing in Chapters 4 and 5, the focus of the thesis is on the women who
were specifically deployed to Vietnam. In this sense, the thesis adds to the existing
literature that has also used oral sources to capture the experience of nurses in
Vietnam, but adds to the literature by creating a parallel between the two groups
based on several broad themes: motivations for volunteering, the nature of the
women’s nursing work, combat-related dangers for some, sisterhood (based on the
needs to work effectively as a group), leadership amongst the nurses (along with
associated problems of command within the military structure), and leisure. These
are examined within the broader notion of a military nursing tradition.

10

‘Tradition’ has been studied by scholars in several fields ranging from archaeology,
sociology and psychology (scientific disciplines1) to historians, linguists and those
with an interest in literature, (humanistic disciplines2). As noted above, this is an
empirical study and does not attempt to address that literature. However, it has used
a working definition of tradition in shaping the writing of the thesis. In his book,
Inventing Anzac3 Graham Seal addressed the problem of using the concept of
‘tradition’ as part of his overall analysis of Anzac and its place in Australian society.
He noted that ‘tradition’ can reflect cultural complexities evident in the way tradition
can be malleable because it is capable of being adopted, and adapted, by each
generation linked by a common element, in his case, war and the Australian military.
Or, as Edward Shils argued, it is used to describe and explain the recurrence, in
approximately identical forms of structures, conduct and patterns of belief, a
response to social phenomena, which, in turn, motivates a desire to act or believe, in
a particular way.4 In other words, tradition serves a social purpose by passing on a
broad set of expectations, behaviours, attitudes and cultural assumptions, based on
past experience, when society faces repetition of a social phenomenon like war. Seal
also noted a sense of continuity and inheritance that allows it to be called a tradition.
It was C. W. Bean who coined the term ‘Anzac Tradition’, so it is little wonder that
this would find its echo in the history of military nursing in Australia. Seal and Shils
both note that there can be, and are, different elements that make up a tradition and
that emphases in these can differ over time. Seal sums tradition up as a ‘cluster of
identifiable cultural attitudes, expressions and practices that have a coherent
persistence and meaning among a social group or groups over time and space.’ 5 This
definition has informed the approach taken in this thesis. There is clear evidence of
strong elements of continuity, adaptation and change in the tradition of military
nursing grouped around the ‘clusters’ or themes, identified above. The common
element is the nurses working in a war zone.

1

Edward Shils, Tradition (London: Faber and Faber Limited, first edition, 1981), p. 130.
ibid,, pp. 128-132
3
Graham Seal, Inventing Anzac (St Lucia, Qld. University of Queensland Press, 2006).
4
Edward Shils, ‘Tradition’, Comparative Studies in Society and History, vol.13, no. 2. (1971), pp.
122-159.
5
Seal, Inventing Anzac, p. 7.
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The thesis is divided into nine chapters.

Chapter 1 provides a general background history to the deployment of nurses to
South Vietnam, both the civilian aid nurses who were the first to go in 1964 and the
RAANC nurses who followed in 1967. Particular attention is paid to the recruitment
of the civilian aid nurses. They were deployed by the DEA, but the latter delegated
the responsibility of recruitment to the selection panel of the metropolitan hospitals
in the capital cities.

Chapter 2 is a review of the relevant literature and the primary sources used for the
thesis. Chapter 3 discusses the methodology used for what is a thesis based primarily
on oral history and the unexpected difficulties that accompanied the search for
interviewees.

It seems that, after years of neglect, the nurse veterans were

discovered by historians in the 1990s and by the time research for this thesis began;
many potential interviewees felt they had told their story. Personal interviews were
therefore supplemented with the archival material held by the Australian War
Memorial (AWM).

Chapter 4 provides the background of the development of a military nursing tradition
in Australian history and the way that, as Ruth Rae has argued, a key element in the
development of that tradition was ‘the civilian/military interface.’6

Until 1945,

Australian military nurses were drawn from the civilian sphere and brought with
them a civilian experience to nursing in a war zone. After 1945, with the creation of
a regular army, nursing became part of the military. Chapter 4 also explores the
development of a military nursing tradition, using Seal’s notion of continuity and
change, or malleability, as a key element. Chapter 5 continues this analysis with
specific reference to Vietnam.

Chapters 6 and 7 examine the interviews with the 16 RAANC nurses and 15 civilian
team nurses. These chapters concentrate on the voices of the women themselves and
explore their experiences, using the basic themes developed in Chapter 4. Both

6

Ruth Rae, Scarlet Poppies: The Army Experiences of Australian Nurses during world War One
(Burwood: New South Wales College of Nursing, 2005), p. 28.
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chapters demonstrate the elements of continuity and change in the military nursing
tradition discussed in Chapter 4. The interviews also demonstrate that individual
women placed different emphases upon various elements of a tradition, which they
believed they inherited. For example, the conflicting responses to work, danger
and/or different nationalities may have related to the particular nurses’ personality, or
the timing and location of her work in Vietnam, nevertheless that oral evidence as it
was transcribed remains interesting material. This of course reflects the richness of
oral history in the way that it allows exploration of a multiplicity of perspectives
centred on a single event, in this case, service in Vietnam. It also argues that the
major change within the broad notion of a military nursing tradition that came with
Vietnam was the focus on children.

Prior to the early 1990s the post-war lives of veterans was largely unexplored
territory. The prevailing view was that the members of Australian civilian armies
returned to the civilian sphere and continued with their lives. Vietnam changed that
as it became evident that, for many veterans, the war came home with them. This
has sparked a growing body of research that examines the post-war lives of veterans
from all wars in which Australians have fought, although the bulk of the literature
still focuses on Vietnam. Chapters 8 and 9, therefore, look at the post-war stories of
the interviewees, arguing that for some of the women, their tour of duty was part of
their career paths, but for others, their experience in Vietnam changed them
physically and psychologically which in turn impacted upon the course of their lives.

Interviewees

The members of RAANC had completed interviews for the AWM in the years from
1986 to 1993, and 16 of these testimonies provided sufficient information about the
nurses’ individual experiences in Vietnam at the First Australian Logistics Support
Group (1ALSG) base in Vung Tau, from 1967 to 1971. The following personal
histories of the nurses in the cohort are dealt with in chronological order of their term
of duty in this war zone.

7
8

Terrie Ross (Roche),7 Colleen Thurgar (Mealy)8 and

Terrie Ross (Roche) interview with Lynn Hemmings on 5 July 1991, AWM SO1540.
Colleen Thurgar (Mealy) interview with Lynn Hemmings on 19 September 1991, AWM SO1547.
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Margaret Hopcraft (Ahern)9 were three of the four members of the first team to serve
in 1967 at the Eighth Field Ambulance (8FA) before the completion of the First
Australian Field Hospital (1AFH).

Ross, Thurgar and Hopcraft were in their

twenties when they joined the army. Ross had completed both her general and
obstetric training and was working in Goulburn, when she decided to join the army.
Thurgar, who trained in South Australia completed her staffing year in Adelaide
before she joined the army, while Hopcraft, was working as a theatre sister in her
home town of Leeton before she joined the army. The three nursing sisters were in
the army for approximately two years before they were selected to go to Vietnam.
The two matrons in the cohort are Jean O’Neil,10 and Shirley Southwell.11

O’Neil

led the second team in 1968, and she had 15 years’ experience in the army before
Vietnam. In 1954 she had served with the British Commonwealth Occupational
Forces (BCOF) as a theatre sister in Kure, Japan, and then served with the Canadian
army in Tokchon, Korea. From 1963 to 1965 she worked with the British Military
Hospital in Kingara, Malaya, and later in Malacca. Prior to her deployment in 1968
and after studying for a College of Nursing diploma, she became lecturer of the
medics’ preparatory course for Vietnam duty. Pam Barlow (West)12 and Marie
Findlay,13 worked under Jean O’Neil in 1968. Before joining the army, Barlow had
completed a post-basic course at Royal Prince Alfred Hospital, and also joined the
Citizen’s Military Forces (CMF). She was in her twenties when she joined the army,
and went to Vietnam six months later.

Shirley Southwell went to Vietnam in late 1969 as matron of the newly completed
1AFH. Like O’Neil she also had several years’ overseas experience with the army.
A year after she joined in 1958 she served in Taiping, the Cameron Highlands and
Penang, Malaya. She resigned from the army in 1961, but re-joined in 1968 to
pursue a Captain’s course, and later nursed casualties from Vietnam. However, the
following members of RAANC were considerably younger than their nursing leaders
and civilian aid counterparts when they were deployed in Vietnam in 1969. Patricia

9

Margaret Hopcraft (Ahern) interview with Lynn Hemmings on 19 September 1991, AWM SO1578.
Jean O’Neil interview with Lynn Hemmings on 19 December 1991, AWM SO1580.
11
Shirley Southwell interview with Jan Bassett on 23 July 1987, AWM SO1805.
12
Pam Barlow (West) interview with Lynn Hemmings on 20 December 1991, AWM SO1581.
13
Marie Findlay interview with Lynn Hemmings on 8 January 1991, AWM SO1098.
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Gibbons (Ferguson)14 trained in Brisbane, completed midwifery at St. Margaret’s,
Sydney, joined the CMF before joining the army in 1968. She went to Vietnam in
1969 with Anne Healy (Hall).15 Mary Divine (Page)16 and Patricia Kennedy
(Yorke)17 followed a similar path of general training, midwifery and CMF
involvement, before they joined the army in 1968. Dianne Badcock (Lawrence)
trained at Royal North Shore Hospital, Sydney, pursued six months of midwifery
training before she also joined the army in 1968.
career path was slightly different.

18

June Naughton’s (Miinchow)

After general training and midwifery she

completed a theatre course at Royal Perth Hospital, Western Australia before she
joined the army in late 1967.19 Christine McMahon (Buchanan) was slightly older
than her colleagues. She trained in Glasgow, Scotland, joined the British Army from
1964 to 1969, travelled to Australia in 1969 and joined the Australian Army in the
same year. 20 In 1970 she went to Vietnam with Maureen Patch (Healy). 21 The latter
had also completed her general training at Taree, NSW in 1968 and midwifery at the
Royal Hospital for Women, Paddington in 1969.22 Ann Lee (Wright) joined the
army immediately after completing her general training at Royal Brisbane, Brisbane
Queensland, but when she was deployed to Vietnam in 1970 she only served a threemonth term. 23

In the cohort of 31 nurses, 15 were civilian aid nurses, deployed under the SEATO
Agreement to care for the South Vietnamese population. Their personal histories are
looked at in the order of the rural locations of Long Xuyen, Bien Hoa and Vung Tau.
In the cohort there are only three testimonies of members who were located in Long
Xuyen.

Barbara Sutherland,24 a radiographer from Prince Henry’s Hospital,

Melbourne went to Vietnam because she had previous overseas working experience
with non-English speaking people. She arrived in this town in the Mekong Delta in

14

Patricia Gibbons (Ferguson) interview with Lynn Hemmings on 16 June 1991, AWM SO1522.
Ann Healy (Hall) interview with Lynn Hemmings on 16 June 1991, AWM SO1522.
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Patricia Kennedy (Yorke) interview with Lynn Hemmings on 15 June 1991, AWM SO1520.
18
Dianne Badcock (Lawrence) interview with Lynn Hemmings on 15 June 1991, AWM SO1521.
19
June Naughton (Miinchow) interview with Lynn Hemmings on 18 December 1991, AWM SO1578.
20
Christine McMahon (Buchanan) interview with Lynn Hemmings on 3 July 1992, AWM SO1089.
21
Maureen Patch (Healy) interview with Lynn Hemmings on 26 September 1993, AWM SO1629
22
ibid., p. 1.
23
Ann Lee (Wright) interview with Lynn Hemmings on 23 October 1993, AWM SO1631.
24
Barbara Sutherland interview with Elizabeth Stewart on 26 October 2005, AWM SO3974.
15

15

October, 1966,25 two years after the arrival of the first team, and stayed for six
months. A year later in 1967, Janet Brewster (Glasson)26 commenced her 12-month
term in that same hospital. At 24 years of age she was considered too young for
these teams, but she had completed her theatre training course at Royal Prince Alfred
Hospital (RPAH) and according to a later conversation with Ken Doust, she had the
experience of boarding school.27

Jenny Hunter (Dyason) was both a double

certificated nursing sister and trained operating theatre nurse before she arrived in
Long Xuyen in February 1967.

28

She stayed nine months working in theatre and

teaching in her off-duty hours.

Along with Australian civilian nurses from other State hospitals, 19 nurses from the
Alfred Hospital in Melbourne29 served in the provincial hospital in Bien Hoa. This
second location for the civilian aid nurses was a large inland town, 25 kilometres
from Saigon and site of the United States Air Base. Canny Coventry, 30 who came in
January, 1966 and Norma Von Clinch,31 in August, 1966 were among the first teams.
Many of the nurses in the early teams, like Coventry and Von Clinch were senior,
experienced sisters in their respective hospitals. Canny Coventry was senior sister at
the Alfred Hospital, Melbourne when she was asked by Bill McDonald to lead the
first team, and Norma Von Clinch was selected because she had previous experience
with the Alfred Hospital cardio-thoracic team in New Guinea. Dot Angell, aged 25
was a senior ward sister from Alfred Hospital, Melbourne and Jenny Leak was the
deputy director of nursing at the Wakefield Hospital in Adelaide. Both Angell and
Leak arrived in Bien Hoa in 1967, while Robyn Anderson, the charge sister of the
intensive care unit (ICU) at the Alfred Hospital, Melbourne arrived in January
1969.32 Helen Banff, the nursing superintendent at Royal Children’s Hospital in

25
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Janet Brewster (Glasson) interview with Elizabeth Stewart on 22 February 2006, AWM SO3979
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Brisbane,

33

and Jill Storch, an experienced theatre sister from the same hospital34

arrived, later in 1971.35
In 1967, Jenny James36 from Prince Henry Hospital, Sydney and Mair Jones37 the
senior sister of the Royal Prince Alfred Hospital team pioneered the work at Le Loi
Hospital in the third major location at the seaside resort of Vung Tai. Later in 1967
the Commonwealth Repatriation team worked in this hospital. Marita Mulcahy,38
who had previous experience in New Guinea, came from the Repatriation Hospital in
Heidelberg, Victoria, and the two personal interviewees: Jan Bell39 and Jan Allan40
came from Repatriation Hospital, Concord, Sydney, NSW.

Bell, who had

considerable overseas experience as a theatre sister served a term in Vung Tau in late
1967 and Allan in 1970. Three nurses, Jenny Hunter (Dyason)41, Jan Bell42 and Jill
Storch43 returned to Vietnam for a second term in 1971.

33
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Chapter 1: The Background History
Between 1964 and 1975, three groups of Australian nurses served in South Vietnam
and Laos during the Second Indochinese War, commonly known as the Vietnam
War. They were 210 nursing members of SEATO civilian aid teams, 43 members of
the RAANC and 106 members of the RAAFNS. The story behind Australia’s
involvement in this war and the deployment of many Australians, including the
nurses, is complex. Australia’s military and aid commitments to the region have
been well covered and it is not the purpose of this chapter to revisit that literature in
any detail.1 Rather, this chapter outlines the elements in that history that affected the
commitment of these women to the Vietnam War. It provides the background for the
main focus of this thesis, (the experiences of the women who served as civilian aid
nurses or with the RAANC) and how they adopted, adapted and changed a tradition
they believed that they had inherited from nurses serving in previous wars.

Unlike previous wars, the nurses who served during the Vietnam War came from two
quite separate sources, raised by different arms of government that followed quite
different policy aims. The women from the RAANC and the RAAFNS followed the
more traditional history of nurses volunteering for service in wartime in Australia.
They were recruited by the Defence Department and served as members of the
Australian Defence Forces, much as their sisters had done in previous wars. The
civilian aid nurses, however, were recruited by the Department of External Affairs
(DEA) to serve the civilian population affected by the war. They were not part of the
military, yet they were working in a war zone, just as much as the women in the
armed forces who were stationed at Vung Tau. They had no equivalent in past wars.
Even the World War I Bluebirds, nurses who had married and were recruited by the
1

See for example, Peter Edwards and Gregory Pemberton, Crises and Commitments: The Politics
and Diplomacy of Australia’s Involvement in Southeast Asian Conflicts (Sydney: Allen and Unwin
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of Australia's Vietnam War (St Leonards: Allen and Unwin, 1993); Peter Edwards, A Nation at
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Allen and Unwin in association with the Australian War Memorial 1997); Paul Ham, Vietnam: The
Australian War (Sydney, Harper Collins, 2007); Peter Edwards, Australia and the Vietnam War
(Coogee NSW, New South Publishing, 2012); Bruce Davies and Gary McKay, Vietnam: The
Complete Story of the Australian War (Crows Nest; Allen and Unwin, 2012).
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Australian Red Cross to assist the French Red Cross,2 served as military nurses, even
if in an unofficial capacity. This, of course, reflected the nature of the Vietnam War
itself. In a guerrilla war, formal battlefronts are rare: communities become, in effect,
a continuous battlefront. Although both groups of nurses were committed to the
region under the broad umbrella of SEATO, they were committed under different
clauses of that treaty. The military nurses were sent under the military assistance
provisions of the treaty, the civilian aid nurses under the aid provisions of the treaty.
The requirements, conditions and responsibilities of the military nurses were defined
by the Defence Department, whilst those of the civilian aid nurses were defined by
the DEA, using experience gained under the Colombo Plan as a guide.

Both SEATO and the Colombo Plan stemmed from US foreign policy after the
Second World War. In Indochina, American foreign policy was dominated by
attempts to contain communism in the region and a fear that the postcolonial states in
that region would fall, like dominoes, which in turn threatened American economic
and strategic interests in the region. It also reflected a broader American global view
where the United States3, at the end of World War II, believed it had to maintain its
role in the western world as its most powerful leader. The American approach to
foreign policy in the region was a mixture of providing aid through a variety of
means and, if necessary, the threat of military involvement that finally landed it in
Vietnam. Both internationally and regionally, Australia’s foreign policy post-war
was linked, with, and even dependent upon, America’s.

In 1950 Australia had become a founding member of the Colombo Plan,4 which was
a scheme where bilateral aid could flow to developing countries in Southeast Asia.
Vietnam and Laos joined the scheme in 1954. Australia believed that under the
premise of providing economic and humanitarian aid to countries vulnerable to the
forces of communism was one way to contain the march of communism. The

2
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In this thesis, the noun ‘United States’ is spelt fully; the adjective is spelt as an acronym: ‘US’.
4
For information on the Colombo Plan see David Lowe and Daniel Oakman (eds), Australia and the
Colombo Plan, 1949-1957 (Barton ACT: Department of Foreign Affairs, 2004) and Daniel Oakman,
Facing Asia: A History of the Colombo Plan (Canberra: ANU E-Press, 2010).
3

19

government described it as a ‘bold initiative that brought Asia and the West together
at a time of great political and economic uncertainty’.5 When the DEA began to
formulate the policy that would guide the commitment of civilian doctors and nurses
to Vietnam and Laos, they drew on their Colombo Plan experts to create the job
specifications for members of the civilian aid teams.

SEATO was both a defence alliance and a treaty for the provision of aid to Southeast
Asian countries. It was formed after the French were defeated at the battle of Dien
Bien Phu in 1954 by the communist forces of North Vietnam, aided by Communist
China. The defeat of the French was followed by the Geneva Peace Accords of
1955, and the partitioning of Vietnam at the seventeenth parallel. Soon after, the
North Vietnamese forces mobilised and infiltrated pockets of South Vietnam. As
mentioned previously Australia’s foreign policy in the 1960s was linked to US
foreign policy with its emphasis on the containment of communism. Goodman, in
Our War Nurses, argued that Australian governments had no faith in the United
Nations6 and sought the cooperation of major powers, especially the United States
(US), in forming regional pacts such as SEATO and ANZUS,7 to protect its regional
interests. Australia also wanted to be seen as a player on the diplomatic world stage
in helping to contain communism. The treaties meant the country had some
powerful allies, but a side effect of this was the need to link Australian foreign policy
directly to America’s. The United States and Australia, in subsequent years would
cite SEATO as their justification for involvement in Vietnam. The defence aspect of
this treaty would bring the Australian army into the scene and the members of
RAANC. It was the aid element of the SEATO alliance that provided the Australian
government with the opportunity to deploy civilian nurses and doctors in South
Vietnam from 1964 to 1972.

5

Department of Foreign Affairs and Trade, ‘Australia and The Colombo Plan 1949-1957’ (nd),
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The Civilian Aid Teams

The SEATO civilian aid teams were the first of the three groups of Australian nurses
to be deployed to South Vietnam, and they represented the largest group of
Australian civilian doctors and nurses to serve in South Vietnam during the war.8
There were 22 teams from more than 13 Australian metropolitan hospitals, working
in South Vietnam’s provincial hospitals. They were allocated to four provinces in
South Vietnam, which corresponded with the military region, III Corps.

Figure 1.1: Vietnam at the time of the Vietnam War showing the divisions of the south into
four separate corps or military regions (O’Keefe, Medicine at War, p. 64).

8
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These hospitals were run-down, poorly equipped and often short of South
Vietnamese doctors, many of whom were working with the South Vietnamese Army.
The first team was stationed at Long Xuyen, capital of An Giang province in the
Mekong Delta, and an Australian medical presence was maintained at this hospital
continuously until December 1970.9 In January 1966 the second team was sent to the
provincial hospital at Bien Hoa in Gia Dinh province and worked there until
December 1972, and from 1966 to March 1970, teams drawn from Sydney were
assigned to Le Loi Hospital in Vung Tau. In October 1968 a team,10 which was
attached to Le Loi hospital in Vung Tau, commenced work at Phuoc Le (or Baria) in
Phuoc Tuy province until Viet Cong attacks on the town in March 196911 forced
them to leave.

9

Brendan O’Keefe, Medicine at War: Medical Aspects of Australia’s Involvement in Southeast Asia,
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367.
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Figure 1.2: Location of the civilian surgical teams in South Vietnam (McKay and Stewart,
With Healing Hands, p. iv).

The way in which the civilian aid nurses were recruited, prepared and managed in
South Vietnam led to complications, which had an impact on their living and
working experiences. In the beginning, the teams were drawn from individual
hospitals in Australia, namely the Alfred and St Vincent’s in Melbourne, and Prince
Henry, Prince of Wales and Royal Prince Alfred hospitals in Sydney. These
hospitals had a good reputation for the work of their surgical units and successful
23

surgical outcomes. Many of the specialists working in these hospitals were well
known in Australia, and the hospitals were part of the teaching arms of Melbourne
and Sydney universities. The Australian government authorised these large
metropolitan hospitals to recruit the nurses in a voluntary capacity, and recruitment
was carried out by the matron or leading surgeon. The latter became the surgical
team leader, and he personally selected nursing staff to work under his leadership in
South Vietnam. Several surgical team leaders invested a great deal of time and
energy preparing the teams for work in South Vietnam’s run-down hospitals before
embarkation. Some leaders visited the provincial hospitals a week before the arrival
of the full complement of members, and sometimes they were accompanied by the
senior sister. Mair Jones, for example, who was in the first team sent to Vung Tau,
went ahead with the senior surgeons to assess the condition of the hospital and living
quarters. She remembered being dismayed by the ‘filth’ of the hospital and
unsuitability of the residential accommodation.12

As mentioned previously the Australian government had the responsibility of
implementing the aid program of the SEATO treaty, which it delegated to the DEA.
Simultaneously the South Vietnam government appealed to the USAID for medical
teams in late 1961.13 ‘It was the agency that arranged and distributed all American
and allied civilian aid to South Vietnam.14 In response to USAID’s plea for medical
aid, the DEA first sent Dr John Game to South Vietnam in 1962 to ‘assess what was
needed,’15 and he recommended that Australia initially send ‘one surgical team to
Nha Trang on the central coast, and that the team should be raised from one of the
major teaching hospitals.16 The following year USAID sent three teams to South
Vietnam. In 1964, and two years after Dr Game’s tour of the region, the first team
arrived in Long Xuyen, not Nha Trang as recommended by Dr Game, but the
government did adopt the second recommendation. Although their plans were not
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detailed, the primary intentions of DEA were to delegate the majority of the
recruitment, preparation and deployment to the major teaching hospitals, as
mentioned by the Game report.17 They approached specific metropolitan hospitals to
appoint a Team Convenor, mindful of the fact that particular hospital provided the
bulk of the teams. For example, Bill McDonald carefully selected team members
from the Alfred Hospital in Melbourne, and the tone of the group and subsequent
groups from this hospital was renowned for their effective teamwork and social
‘cohesion.’18 This, however, did not last.

As time went on the number of medical staff for the SEATO teams declined and the
DEA sought medical staff from the Repatriation Hospitals.19 The latter maintained
teams in Vietnam continuously, for a period of more than two years.20 But, by
August 196721 this pool proved inadequate, and DEA appointed a State co-ordinator,
who was free to nominate surgeons from either various hospitals to act as surgical
leader and also to call on several hospitals to select suitable nursing members of a
team. When Ken Doust22 remembered his role as NSW State co-ordinator, he spoke
about the time he spent interviewing doctors and nurses for specific civilian aid
teams.

These composite teams were formed from hospitals around Australia.

Unfortunately members were drawn from different institutions and these later teams
sometimes lacked the close bonds and unity of purpose of the earlier single hospital
based teams because, unlike the earlier teams, they had not previously worked
together.23
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The Role of the DEA

The DEA’s archives for 1967/68 indicate that the government wanted the civilian aid
teams to serve three roles in the provinces of South Vietnam. The first role was to
provide medical care to the South Vietnamese population by assisting the
Vietnamese doctors and nurses in South Vietnam’s provincial hospitals. From the
viewpoint of the members of the teams, that also, was their main objective in going
to South Vietnam.

The cables and correspondence from the DEA office in Canberra to their Embassy in
Saigon outlined the job specification of every member of the civilian aid teams, and
they did this for a reason. The number of nurses was limited to five, which included
two theatre sisters. Volunteers were to be between 25 and 40 years of age. It was
mandatory that all nursing sisters had several years’ experience in hospital work, so
that they could manage work in theatres, the wards and the emergency departments.
Essentially all members of the team had to be flexible to work in various sections of
the hospital and in several roles. Some operating theatre sisters, for example, worked
as surgical assistants in the theatres, particularly when there was only one surgeon.
Clearly, the government wanted mature and responsible professionals who were able
to cope in stressful locations in the provinces of South Vietnam. Janet Brewster (nee
Glasson) believed that she was selected because she had the right qualifications, and
then added, with a touch of irony, that the fact she had been to boarding school might
have helped because she would not get homesick.24

The emphasis on several years’ experience and adaptability reflected the second role
identified by the DEA. Team members were requested to provide education and
training in western medical techniques to Vietnamese medical personnel. The DEA
believed that the nurses could teach across various aspects of clinical nursing. Yet,
as mentioned above, the nominated number of nursing members was five, with no
24
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provision for a tutor sister. (Long Xuyen Hospital was the sole exception where the
DEA made provisions for six nurses, one of whom was a tutor sister.) This raised a
professional issue that the DEA had overlooked. Many team members believed that,
as visitors, they could not simply march into South Vietnamese hospitals and
reorganise the staff on clinical procedures familiar to the Australians. Jan Bell neatly
summed up the situation:
The Australian government had no idea or care about what
the conditions were like. They sent over the Australian
doctors and nurses and just plonked them down in the middle
of a Vietnamese hospital. How egocentric of the Australian
government to think that they could place Australian teams in
Vietnamese hospitals and expect to welcome us with open
arms.25

The terms of the SEATO alliance, as interpreted and executed by the DEA, led that
department to ask the members of the SEATO teams to perform a third role during
their term of duty. Although the DEA acknowledged the fact that the teams would
be heavily engaged with hospital work, they added that any activities amongst the
local community, for which they can find time, would be welcomed.26 They asked
the teams to get to know the people, to establish a relationship of confidence and
trust with them and to further ‘good will’.27

These directives created problems. The number of staff was limited and, as the war
escalated from the mid 1960s, the volume of work increased. Spare time was very
limited indeed. To expect the nurses to teach the South Vietnamese nurses without
prior negotiation was culturally insensitive and created tensions within the hospitals.
This was exacerbated by the fact that training by the DEA in terms of language and
culture was often minimal (a matter to be discussed in more detail later in this
chapter). Yet, many of the nurses did make the effort to fulfil the DEA’s third
25

Jan Bell interview with Jan Twomey on 15 September 2005 at Repatriation General Hospital,
Concord, p. 4.
26
NAA B5292, Item 1967/68, DEA. Administrative Arrangements, General, April 1967, p. 1.
27
ibid.

27

request: goodwill. In Bien Hoa, for example many of the members of the early teams
often walked from the residence to the hospital, so that they could talk to the families
seated on the pavement. The children would often respond by giving the nurses ‘icy
blocks’. The problem lay in the fact that they were made with contaminated water.
Maureen McLeod often suffered from gastro-enteritis, yet felt that she could not
refuse the hospitality of the families.28

Robyn Anderson, a Bien Hoa nurse, told another story of good will, but one that was
not without its danger. The nurses and the plastic surgeon regularly visited the
Leprosarium at Ben San and, in particular, looked forward to the hospitality of the
nuns who ran this hospital. The trip, however, involved a flight in a helicopter over
territory controlled by the Vietcong. On one visit, the helicopter clipped the
branches of the nearby Eucalypt trees in its haste to clear the enemy space around the
hospital grounds. Several nurses were thrown to the ground and then found
themselves wading back through fields peppered with mines.29 On the other hand
the orphanage at Bien Hoa was located near the hospital and many members of the
teams, at the completion of their heavy day of medical duties, found time in off duty
hours to help out. Jenny Leak often found time to visit the orphanage,30 and on the
completion of her term of duty, remained in South Vietnam to pursue further
humanitarian work.

There was, also a fourth expectation in the DEA’s brief for the civilian aid teams: to
provide medical back up for the Australian Army Training Team Vietnam (AATTV).
Under the military clauses of the SEATO Treaty, Australia had begun to send army
trainers and advisors to South Vietnam, the AATTV from 1962. By 1964, the initial
number of 30 had grown to 80. As these men were, technically, advisors, and not an
army ground force, Defence had made no provisions to supply them with medical
support. Instead, as mentioned above, they relied on the members of the civilian aid
teams. The nurses were also relatively cheap units of labour for heavy, difficult and
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dangerous work. They were the most poorly paid of overseas government
employees, receiving $2,620 per annum.31

The civilian aid teams also faced the problem of dual leadership and dual
management as they served their term of duty in the South Vietnamese hospitals.
The teams were administered and employed by the DEA, but it was the hospitals that
organised the teams, and allowed their permanent staff overseas leave of absence,
while at the same time keeping the members’ positions open until they returned from
Vietnam. In effect the team leader directed the clinical aspects of their deployment,
but the DEA, as their employer, controlled the financial and administrative
management elements of the program.
This created management and logistical problems with respect to length of service,
team preparation, supplies and even salaries, which were based on length of service.
For example, the DEA stipulated in the Administrative Plans that the normal period
of service should be one year for all members of the team, but they added that shorter
periods would be considered.32 The Long Xuyen members signed on for 12
months,33 but members of Bien Hoa and Vung Tau teams only signed on for 6
months. The DEA also hoped that team members could serve for two years, much as
volunteers under the Colombo Plan had done and were doing. As the DEA
explained:
From our experience in the provision of expert assistance to
Asian countries, we believe that it is only after an initial
period that a person becomes adjusted to and fully efficient in
a new environment. At the same time, normal conditions of
living in the tropics are now such that no great hardship is
involved in remaining for a reasonable period. For this
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reason, our SEATO Aid and Colombo Plan experts are
usually appointed for a two-year term.34

Notions of length of service may have been confused, but the fact that South
Vietnam was a war zone, and with all the consequential problems and dangers,
seemed to have escaped the DEA. The teams were not helping build the
infrastructure of an emerging nation: they were working in a country caught up in
war and, too often, the patients they treated were casualties of that war.

Preparation for the teams was also poor. Inadequate preparation was seen in many
ways. For example, the nursing sisters were advised to wear drip-dry uniforms,
which were made of nylon and were extremely uncomfortable in a humid climate.
Nor were basic textbooks on medical care in the tropics provided. A major gap in
preparation was language training, or more specifically, the lack thereof.
Communication between nurse and patient is a vital element in nursing and medical
care, but the DEA provided very little assistance in the advice given to the teams,
particularly relating to the different tones in the Vietnamese language and the
problems created by cultural diversity. Retired Major General W. B. James made the
point when he wrote,
The issue of language is crucial; interpreters or (ideally) prior
language training should have been provided. While the
lesson in Vietnam was that the local people were
outstandingly thankful for the care that was provided,
language was always a problem and clearly should have been
considered as a primary issue for similar aid programs.35

Some members of the early teams were offered a one-day course in the language.
Other team members were advised to fall back on the French language for
conversation. The Bien Hoa teams, however, came up with a different solution. A
34
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young Vietnamese boy, who was an orphan and a patient refused to leave the
precinct of the hospital, becoming the hospital’s interpreter.36

The lines of communication regarding the needs of the provincial hospitals with the
Embassy in Saigon, as the DEA’s representative in Vietnam, were poor. At times it
was obvious that the officials in the DEA and the Embassy in Saigon did not fully
understand the difficulty the teams faced in fulfilling their first role of providing
medical services to the South Vietnamese people. This led to many problems in the
working conditions of all members of the team, particularly the nurses in the wards
and intensive care units, and led to inefficiencies in the smooth running of the
hospitals and an increase in the workload for the nurses. As noted earlier in this
chapter, conditions in the provincial hospitals were poor and they were often
chronically short of medical supplies, instruments, drugs, such as analgesics and
antibiotics, and hospital linen. Yet, when this problem was reported to the Embassy
in Saigon, Canberra informed the teams that the supply authority was not the
Embassy or any Australian government body. Rather, it was the Vietnamese
Commissariat of Health (assisted by American personnel and stocked with American
aid supplies) in Saigon.37 In other words, Canberra was directing the civilian aid
teams to rely on the Vietnamese system as far as possible for supplies, and advised
the team leaders that, when the need arose for gauze swabs, theatre drapes, bed linen,
intravenous fluids and morphine, the surgical team leader, or senior nurse, should
accompany the DEA administrator (the Counsellor or Aid of the Australian Embassy
in Saigon) to the Phu Tho Depot, which was run by the combined USAID and
Vietnamese Pharmacy.38 Norma Von Clinch, who served in the Bien Hoa hospital,
showed what that meant. She went to the depot to obtain medical supplies, such as
forceps, analgesics and intravenous sets for the hospital. She would fill out several
forms and return two weeks later for delivery, but with no success. She discovered,
however, that if she offered cigarettes to the storeman she could slip into the store
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and take the provisions that she needed. As far as she was concerned, she had to
resort to bribery to secure basic supplies that should have been readily available.39
Robyn Anderson told a similar tale, when she approached the store for
chloramphenicol, a much needed drug for the treatment of the bubonic plague. She
also had no success at the designated store, and eventually went to the American
hospital. The latter gave her the supplies she needed.40

The administrative structure governing the teams in Vietnam also had its dangers. In
the early years, the nurse leader, or the surgical team leader, was required to report to
the Embassy, travelling regularly from Long Xuyen, Bien Hoa, or Vung Tau to
Saigon, which at certain times of day and the week was peppered with Vietcong
insurgent activities. Their lives were in potential danger each time they travelled this
route. After 1965, and particularly after the Tet Offensives of 1968 and 1969, when
there was increased intensity of insurgent activities, many civilian aid nurses and
doctors reported the proximity of fighting with mortar and small arm fire. Yet, the
DEA’s files show little evidence of recognition of these dangers. There is a paucity
of information in cables and statements referring to the precautions taken by the
department for the security and safety of members of the teams. There is only one
document that refers to the danger in the town of Ba Ria. On 4 July 1968, a
confidential cable from the DEA in Canberra to the Australian Embassy in Saigon
discussed the possibility that US or Australian military personnel could be made
available to guard the team’s quarters for security overnight, or facilitate evacuation
if needed in an emergency.41

The problem of dual leadership and management stemmed from institutional practice
in Australian hospitals and the role of the DEA as the authority responsible for the
administration of the Australian teams in Vietnam.42 Nurses and junior medical
officers answered to the surgical team leader. It had been a part of their hospital
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training, but in Vietnam, both they and the surgical team leader were responsible to
the DEA rather than a hospital board that had overseen their work in Australia. The
head of mission was the Ambassador in Saigon, and the DEA counsellor or Aid at
the Embassy was responsible for the coordination of all Australian Government aid
activities in Viet Nam, including that of the surgical teams. The surgical team leader
was a senior surgical specialist with long experience in the administration of
hospitals, where he had complete control over clinical policy. Yet, he was now
required to report to the Aid, who may have been a senior public servant, with no
medical expertise. There was also new paperwork required. Paul Large, for
example, as team leader in Bien Hoa in 1966, had to account for the team’s expenses
and his bookkeeping records had to be assessed by the embassy and Canberra. This
had its moments of farce: Canberra, for example questioned an amount in the books
for ten dong,43 which was roughly equivalent to half a cent. The DEA was also often
tardy in providing funding for the purchase of food supplies and even the nurses’
pay. Von Clinch, who was responsible for the purchase of food supplies and medical
equipment in Saigon as mentioned earlier, remembered only all too clearly the times
the DEA did not forward the money needed to purchase supplies, or even pay the
salaries of the team members for some time. When there was no money to even buy
food supplies, the team leader Graham Grove, financed the food supply and the
nurses’ wages from his personal savings.44

In the latter half of 1967, a series of articles appeared in the Melbourne Age about the
problems facing the medical teams and questions were raised in the House. In
October, several surgical team leaders, reflecting the concerns raised in the
newspaper’s articles, wrote to the Prime Minister Harold Holt. They outlined the
unique characteristics of the civilian aid surgical and medical teams, and indicated
that their chief concern throughout had been the provision of efficient medical
assistance to the people of South Vietnam. They explained that this exercise
represented a new venture, without Australian precedent, and in foreign conditions.
They added that they had endeavoured to keep ideas and procedures flexible,
changing them as conditions and a growing experience demanded, to ‘bring the
43
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maximum help to the South Vietnamese.45 However, the letter also inferred that the
DEA was unwilling to acknowledge the special nature of aid teams in a war zone. It
noted:
All members of all Teams have volunteered for service. No
one had to go to Vietnam. We endeavoured to arrange the
personnel of the individual teams in such a way that
compatibility applied. All members of all Teams were highly
qualified, experienced and adaptable. We have been proud of
the Teams’ work and their ability to accept the good with the
bad.46

The team leaders were somewhat circumspect in their language, but James, who was
quoted earlier, was not. He wrote,
… little credit could be given to the Department of External
Affairs for the administrative arrangements of the civilian aid
team commitment. Teams were developed without sound
knowledge of the work they would be undertaking. They
were not advised of the living conditions, the quality of the
hospitals, or the supplies, nor were they briefed on the type of
equipment and clothing they would require.47

The RAANC

The second group of nurses to serve in Vietnam were the members of the RAANC.
The nurses served for periods ranging from three months to a year and each team
consisted of between four and six women. They were often assisted by members of
the Royal New Zealand Nursing Corps. All junior military nurses had been general
trained registered nurses before their commission as officers, and the average time
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that they had been in the Army before deployment to Vietnam was three years. In
these three years they had received several weeks’ instruction from the School of
Military Health in Victoria. Instruction included subjects in military law and basic
drill marching. Their ages ranged from 23 year to 25. The three Army Matrons who
went to Vietnam had been in the Army for between 17 to 19 years. Despite
differences in age, and years of experience, all RAANC members would discover
that nursing in a guerrilla war zone was different in many aspects to previous wars.

The deployment of the RAANC to Vietnam came because of Australia’s growing
involvement in the Vietnam War. As noted earlier in this chapter, the Australian
Army Advisors were deployed to Vietnam from 1962.48 At first, the advisers were
limited to an advisory role, but this policy changed in 1964. Thereafter they were
often in combat, leading South Vietnamese troops in action.49 In 1965, the
government deployed a standing army battalion to Vietnam, the First Royal
Australian Regiment (1RAR), to defend the American airstrip at Bien Hoa. As Peter
Edwards noted, astutely, the deployment indicated that the ‘Vietnam insurgencies
had become the Vietnam War.’50 Medical support, however, was limited, consisting
of one medical officer and a medical platoon. The medical platoon, in addition to
carrying out the normal duties of riflemen, gave first aid to sick or injured soldiers,
and evacuated them to the regimental aid post. Here, the Regimental Medical
Officer (RMO) provided medical treatment and the soldiers were either returned to
duty or transferred to American evacuation hospitals.

In 1966 the Second Field Ambulance (2FA) established two tented medical camps at
Nui Dat and Vung Tau, where the Australian troops had been relocated. It was
staffed by medical officers from the CMF, medical assistants and stretcher-bearers.
As noted earlier, a civilian aid team had been deployed to Le Loi hospital in Vung
Tau in January 1966. As 2FA had limited medical facilities, the sole surgeon at 2FA
saw the civilian aid nurses as a potential source of support for the Army’s Medical
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Civic Action Program. He asked them to help treat patients sent to them.51 Some of
the civilian aid nurses remember a close camaraderie between the early civilian aid
teams and the Army in this period of the war. Canny Coventry, for example,
remembered the way 1RAR came to the first team at Bien Hoa in 1966 and offered
their support, and eventually helped prepare the paediatric ward for patients.52
Facilities at 2FA were upgraded in May 1966, and in April 1967, 2FA was replaced
by 8FA. It operated sixty beds at Vung Tau and serviced 10 beds at Nui Dat.53
Until the end of 1966, the Australian Army had depended on the Americans for the
medical support that a field ambulance could not provide. However, the rapid
expansion of American forces in 1965 and 1966, and the escalation of the war, meant
that the United States Army’s hospital facilities were overtaxed and had difficulties
in coping with the demands from allied forces.54 The number of Australian troops
committed to Vietnam had also risen, placing heavier demands upon the Australian
Army’s medical services and the generosity of the American evacuation hospitals. It
was obvious that additional medical support was needed from Australia. So, in May
1967, the first members of the RAANC arrived to serve at 8FA in the sand hills of
Vung Tau. They were not impressed. Terrie Ross (nee Roche) recalled the primitive
conditions of the hospital and the surrounding infrastructure, but also added that they
were fortunate to be the only people who slept in a hut with a cement floor.55 In
April 1968, 8FA became the 1AFH,56 where hospital and nursing conditions were
greatly improved.

The medical workload (which is described in more detail in chapters 5 and 6)
increased from January 1968 until late 1969, beginning with the Tet Offensive in
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January.

Tet produced a large number of casualties, which strained staff and

accommodation resources at 8FA to the maximum.

The 1968 Offensive also

revealed shortcomings in the Army’s medical support systems when insurgent
activities isolated the US medical supply depot at Long Binh, cutting off access to
the depot.57 In the same year, 8FA and, later, 1AFH faced a crisis with the outbreak
of a malaria epidemic. The number of battle casualties remained high in 1969 and
there were shortages of qualified and experienced medical personnel. The American
36th Evacuation Hospital, which had accepted Australian patients, ceased to do so
after 15 October 1969 and the facility was closed at the end of the month. That
meant that Vung Tau was left with only two units capable of delivering high quality
surgical and medical care, 1AFH and a Korean Army surgical hospital. This meant
that 1AFH was now required to provide emergency treatment for a wider range of
personnel based in Vung Tau than previously.58

The RAAFNS

The third group of nurses to serve in the Vietnam War were the 106 members of
RAAFNS. Australia had committed the RAAF’s 2 Airfield Construction Squadron
of 300 men to update the old airstrip at Butterworth as part of its SEATO
commitments in 1954.59 In 1955 two members of RAAFNS arrived to staff the
newly created Sick Squadron Quarters at the air base. In 1965, an aeromedical
evacuation ward was set up on Butterworth Air Force Station, to receive patients
arriving from Vietnam who were too ill to continue the long journey of three days to
Australia.

From 1965 until 1972, the RAAFNS were part of the Aeromedical evacuations
(medevacs), and they worked as medical escorts for Australian casualties in flights
from the 9 Squadron in Bien Hoa and Vung Tau, South Vietnam to 4 RAAF,
Butterworth Hospital in Malaysia, and from Butterworth to 3 RAAF, Richmond in
Australia. To be eligible to participate in this specialised work, selected general
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trained recruits undertook a two week Basic Administration and Aviation Medicine
Course at Point Cook. They received instructions on basic marching drill, weaponry,
jungle and desert survival skills, and ditching procedures. Gaynor Tilley explained
that after she had completed the course she spent five months on ‘standby Vietnam’,
during which time she was posted to 3 RAAF, Richmond, to further her medevac
training.60 She flew on mercy flights within New South Wales (NSW) in caribou
aircraft, and to the Pacific islands in a Hercules C130-A. This training for members
of the medevac teams was a mandatory prerequisite so that they could manage the
pre-flight, in-flight and post-flight planning and work involved in aero medically
evacuating seriously ill patients from Vietnam. The medevac flight preparation,
needing over 12 hours’ work the previous day, involved detailed plans for the
aircrew and RAAF administration. They included lists of litters, medical supplies,
intravenous fluids, oxygen supplies, food and nourishment as well as plans for cabin
management and precautionary ditching plans.61

In the early years of medical evacuation from Saigon to Butterworth and Australia,
the timetable and planning procedures were irregular and followed the aeromedical
evacuation experiences established during the Korean War. But all was not well
with the relationship between the Australian Army medical services and the RAAF.62
The problems and complaints coming from the Army related to the patient’s
discomfort in the noisy Hercules C130-A aircraft, as well as the length of flight and
the fact that the patients shared cabin space with freight and the corpses of their
former comrades. The Army also did not approve of Australian soldiers being
housed at 4RAAF, Butterworth Malaysia, because the hospital was in the Vietnam
operational area. This meant that the Army could not recruit replacements while the
Australian soldiers were patients in a Malaysian hospital.63
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Harriet Fenwick, one of the first RAAF nursing sisters to fly to Vietnam, recalls the
irregularity of timetable and the way flights were undertaken more or less as
required, but with the escalation of Australia’s commitment to the war, that changed.
This system was greatly improved with the introduction of
the fortnightly courier runs by Hercules aircraft, which
operated between Australia and Vietnam. As well
unscheduled flights were called whenever necessary for
patients requiring immediate repatriation to much more
specialised medical establishments in Australia.64

As the Vietnam War progressed, and the number of casualties increased, the preflight planning, the organisation of the reception wards, the pre-assessment of
patients and in-flight care were refined. In 1969 a Medical Operational Support Unit
(MOSU) was formed, with responsibilities to develop an operational deployment
capability, to research and develop Aeromedical Evacuation (AME) equipment and
to establish standardised AME training.65

Conclusion

In the Vietnam War the three groups of nurses had different responsibilities and
experiences. They came from two quite separate sources, raised by different arms of
the Australian government that followed quite different policy aims. The women
from the RAANC and RAAFNS followed the path of former military nurses and
were recruited and deployed by the Departments of Army and Air. The civilian aid
nurses were recruited by the DEA to serve the civilian population of South Vietnam.
Although all three groups of nurses were committed to the region under the broad
umbrella of SEATO, they were committed under different clauses of that treaty. The
military nurses were sent under the military assistance provisions of the treaty, the
civilian aid nurses under the aid provisions of the treaty. The requirements,
64

Jan Doust, ‘First RAAF nurse to fly into Vietnam war zone’, www.theage.com.au/national/first-raaf
nurse-to-fly-into-vietnam-war-zone-20100331 (accessed 11 July 2009).
65
Halstead, The Story of the RAAF Nursing Service, p. 337.

39

conditions and responsibilities of the military nurses were defined by the Defence
Department whilst those of the civilian aid nurses were defined by the DEA, using
experience gained under the Colombo Plan as a precedent.
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Chapter 2: Literature Review and Primary Sources
This chapter reviews the secondary literature relevant to the thesis, and then the
primary sources used in the research for the thesis. It follows the thesis outline given
in the Introduction. As noted in Chapter 1, this thesis deals with the Vietnam War,
but, having said that, it is not about the politics behind Australia’s commitment to
Vietnam. Nevertheless, the background history, which is set out in Chapter 1 was
furnished by the following texts: A Nation at War,1 by Peter Edwards, and is a volume
in the Official History of Australia’s post-World War II conflicts. It sets out in detail
Australia’s first involvement with Vietnam in 1954, the Geneva Peace Accords of
1954, the formation of the anti-communist alliance, SEATO, in 1955, and the
partitioning of the country into northern and southern zones. It also examines the
Australian government’s foreign policies, and the influence of the US on Australian
foreign policy, the political reasons behind the formation of SEATO civilian aid
surgical and medical teams, the lead-up to military involvement, and the subsequent
deployment of the members of RAAFNS in 1965, and the military nurses in 1967.
Gerard Henderson’s Menzies Child2 provides an insight into the domestic side of the
politics that led to Australia committing troops to Vietnam.

Nurse Training

The history of Florence Nightingale, her nursing work during the Crimean War, and
subsequent founding of nurse training at St. Thomas’s hospital in London, has been
extensively covered by many historians.3 One of the more recent works is by Mark
Bostridge4 who explores the philosophy behind the origins of Nightingale nurse
training and her political manoeuvring for nursing reform, using the access he had to
her private papers. The introduction of Nightingale nurse training in Australia was
led by Lucy Osburn, and this history is well charted by Judith Godden in Lucy
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Osburn: A Lady Displaced.5 Her text, explores the early days of the first Nightingale
trained nurses, and it is valuable because she enables the researcher to compare the
traditions of the colony’s first Nightingale nurses with the traditions of those nurses
who subsequently became military nurses. Bob and Judith Bessant6 provide the
history of the growth of the profession and biographies of personalities in the state of
Victoria. Joan Durdin7 documents the history of nursing in South Australia, while
Josie Castle’s8 chapter in Christopher Maggs’ history covers the growth of nursing in
New South Wales from the late 1970’s to 1980’s, and provides an overview of the
reforms and changes in the contemporary nursing profession. Lyn Russell’s9 history
of nurse education provides a chronological account of the growth of nursing as a
profession, describing the place and activities of all protagonists in educational
reform.

Australian military nurse histories: from the Boer War to Vietnam

There are two general histories that examine military nursing from the Boer War to
Vietnam, Rupert Goodman’s Our War Nurses,10 published in 1988, and Jan Bassett’s
Guns and Brooches,11 published in 1992. Their work will be discussed within the
context of each of the relevant wars below. The value of their material lies in the fact
that they enable comparisons of the experiences of women as military nurses and the
development of a tradition that is the subject of Chapter 4. Anna Rogers’, While
You’re Away,12 is equally significant reading. Her history begins with an overview of
the history of general nursing in New Zealand, and charts the history of New Zealand
military nursing from the Boer War through to post World War II (1948). It has many
parallels with Goodman and Bassett, and in several places in her 18 chapters she
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points to elements in the military nursing tradition, but her material is not extensively
used in the thesis, which focuses solely on the experiences of Australian military
nurses.

In 1900, Australian trained nurses volunteered, travelled to South Africa and worked
in Britain’s Boer War. Goodman’s chapter on the Boer War nurses, ‘The foundations
years’13 relied on the official records compiled by P. Murray and W. Williams as well
as the papers of Nellie Gould and Elizabeth Glover, and extracts from the letters of
Sisters Bidmead and Glenie, which were published in the Adelaide Observer.14 He
briefly describes the Army nursing Service, the various groups of nurses travelling to
South Africa, their work and locations, and the nurses’ achievements; and, he also,
allows the nurses’ voices to be heard describing their work and conditions, albeit to a
lesser extent than Bassett.

Bassett in Guns and Brooches has accessed, quite

extensively, the archives of the Boer War in the Australian War Memorial, including
the official records by Murray and Williams and the papers of former Boer War
nurses, Gould, Pocock, Lempriere and Bidmead. Bassett gives the nurses’ voices
more space and emphasis in her work, bringing a personal element to the role and
work of nurses in war zones. Her chapter, ‘My God, Australian Sisters’15 helps to
identify the beginnings of a military nursing tradition that would grow, develop and
change in future wars.
Craig Wilcox’s Australia’s Boer War16 covers the working and living conditions of all
Australian participants in the Boer War, including the nursing sisters in the chapter
titled ‘Ladies’. These elements range from recruitment, transport, battles, military
strategies, conditions, climate, and the hospitals. The value of his work for this thesis
lies in the relatively extensive treatment of the experiences of the Australian nursing
sisters. His detailed descriptions, and his use of the letters of several nurses, help to
identify the beginnings of the Australian military nursing traditions with an emphasis
on the nurses’ motivations for volunteering, their hard work and their camaraderie.
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He also discusses the way the nurses faced the challenges posed by disease and their
status as colonials in an imperial army commanded by British officers.
A. G. Butler was given the task of writing the Medical Volume for the Official
History of World War I.17 Butler wrote to Nellie Gould in 1933 requesting
information about her records of members of Australian Army Nursing Service
(AANS) in World War I,18 and he used Maud Kellett’s interviews of her fellow nurses
for his work. The nurses, however, only occupy a small part of his volume.
Goodman’s account of the military nursing history in World War I is broad, and his
bibliographic notes indicate that he accessed the state libraries, where he found the
papers of some of the nursing leaders of World War I, such as Lydia King, Evelyn
Davies, Anne Donnell, Evelyn Conyers and Ethel Gray. From the Australian War
Memorial (AWM) archives, he used the A.G. Butler collection and the narratives of
Maud Kellett. In the five chapters about World War I nurses, he covers the stories of
the convoys, five battle zones, the leading nursing personalities involved in specific
theatres of war, the work and conditions. He also deals with the dangers they faced,
and the poor treatment accorded to, Australian nurses in India and Salonika.
In Guns and Brooches, Bassett explores the nurses’ motivations for volunteering for
World War I as well as their feelings and opinions about work, authorities and fellow
sisters. Finding the official records of the Australian nurses, who worked in the British
system, few and inaccurate in the official British records, she turned to two other
sources. The first was the A. G. Butler collection in the AWM, which Butler had
gathered together in the late 1920’s and 1930’s as part of the Official History. It was
here that she could study the army nurses’ diaries, letters and photograph albums. Her
second repository of archival material came from the Australian Archives, Brighton
branch, where she found information related to more than seven hundred nurses,19
drawn from the Central Army Records Office and the Directorate of Nursing Services
(Army). Bassett quotes extensively from army nurses’ personal accounts, retaining
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the spelling and grammatical errors in the originals because she believed that they are
‘often a better guide, than the content itself, to the writer’s state of mind.’20
The personal papers of World War I nurse, Jessie Tomlin, inspired Ruth Rae’s Scarlet
Poppies.21

From this beginning, her research proceeded to a detailed and

comprehensive history dealing with the stories of the military nurses in World War I.
She covers the battle zones of Gallipoli, France, Salonika, and the work of the nurses
in India, and analyses the clinical aspect of nursing in the Australian General hospitals
(AGH), the casualty clearing stations (CCS) and on the transports. The title of the
book refers to two aspects of the World War I nurse: the scarlet cape of their uniform
and the fact that these women were the ’tall poppies of Australian womanhood in
1914-18.’22 Her many stories about these women certainly demonstrate that there was
nothing ordinary about the Australian nurses who cared for the Australian digger.
Rae’s history also examines some of the more negative aspects of these women’s
histories, from the sexism of male medical authorities, and problems with the British
military hierarchy, to the terrible conditions in which they sometimes worked. Her
text also reveals a story of resourcefulness, hard work, independence and courage.
Rae also notes that the nurses had taken on board one element demonstrated time and
again that mateship did exist between the soldiers and the nurses, and within the ranks
of the AANS itself.’23

Scarlet Poppies also provides one concept important to this

thesis, the civilian/military interface.

Throughout her book, she underlines the

importance of the history of general nursing when it comes to examining military
nursing. This thesis follows that line of thought and will argue that the training of
general nurses in the Nightingale tradition influenced the women who served as
nurses, in both civilian and military capacities, in Vietnam.
Kirsty Harris’s, More than Bombs and Bandages: Australian Army nurses at work in
World War I,24 published in 2011, is one of the latest texts on the experiences of
World War I nurses. By accessing hospital archives, the AWM archives, the Butler
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and Kellett Collection and other private manuscripts, she not only allows their voices
to be heard, illustrates the vast array of roles and skills that the Great War demanded
of them. Harris argues that ‘learning to be a military nurse took the AANS far away
from just routine nursing’25, which it did because of the particular demands that come
with military nursing. Yet, as Rae argues, the essential concepts inculcated in the
trainee during her four years apprenticeship laid the foundations for coping with the
greater intensity of care and comfort for patients in war zones. The last chapter, ‘The
legacy of the AANS’,26 argues that there was/is a military nursing legacy that
underpins the wartime nursing work of all Australian nurses from the Boer War to
Vietnam.
Melanie Oppenheimer’s Oceans of Love27 is the biography of Narrelle Hobbes.
Oppenheimer explores Hobbes’s motivations to nurse overseas, and the exacting and
heavy work undertaken by her heroine in Malta, Sicily, and Mesopotamia, and her
deteriorating health in India. The tone of Oppenheimer’s commentary upon Hobbs’s
diary entries, and the final paragraph, places her subject well within Australia’s Anzac
mythology: ‘Narrelle’s story further enriches our understanding of that global conflict
and reinforces the fact that Australian women actively participated, nursed, travelled
and sometimes sacrificed their lives for their country.’28

Some historians in their work on World War I nurses have extended the themes
discussed above or have suggested alternative interpretations. Janet Butler’s29 article
and subsequent book, Kitty’s War,30 sees Kit McNaughton’s journey to war as a
journey out of place, as an escape from the social constraints of federation society,
and her movement outside the boundaries of gender and space into a ‘defining area of
masculinity’.31 She also adds that Kit McNaughton viewed her service as a nurse, in
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World War I, as ‘a mission’,32 adding a religious element. Kitty, as a practising
Roman Catholic, believed that she was embarking upon a religious pilgrimage. Patsy
Adam Smith33 focuses more on the nurses’ youthful exuberance and sense of
adventure, and conveys this spirit through the diary entries of Alice Kitchen as she
travelled to Egypt. Young’s34 account of Olive Haynes’ story of her military nursing
in Egypt and Lemnos is the story of a young nurse from a relatively conservative
family, and reveals her lively and optimistic attitude to nursing in the AGHs in Egypt
and in Lemnos and how that was tempered by the realities of war. Katie Holmes 35
argued that the nurse was an ‘ambiguous uncertain figure’. She paints two images of
World War I nurses. On the one hand they are saintly, gentle, submissive and
maternal, or the feminine procuress on the other, but she also notes one element that,
although written in 1995, still has relevance: viz. that the nurses do not figure
‘significantly in Australia’s remembering of the war’.36 That is certainly borne out by
the medical volume of the Official History by A. G. Butler. He does make mention of
their work, their numbers and their movements and he draws attention to their high
standard of training. He also mentions the dangers they faced when working close to
the front lines and the problems of being under the authority of the British leadership.
Yet, as noted earlier, they do remain a minor element in his history.

The literature on nurses during World War II is not as extensive as the literature
examining their peers in the previous global conflict. It is also marked by a new
element in the history of military nurses, the nurses as prisoners of war. Some of these
women wrote their autobiographies, particularly Betty Jeffrey37 and Helen Colijn,38
who were prisoners of the Japanese in Malaya. These have become important primary
sources in their own right and are discussed below. Less well known, however, is Ada
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Harrison’s Scarlet and Grey,39 published in 1944. These were letters sent to Katherine
Jones, Matron in Chief of Queen Alexander’s Imperial Military Nursing Service
(QAIMNS), from her nurses, who were still on active service.

They were not

originally intended for publication, but were to be used as official reports and
accounts of wartime experiences. The letters describe hardships and courage of the
nurses who cared for their patients and set up hospitals in tents in Tobruk.
In terms of the secondary literature, Goodman’s Our War Nurses40 provides a
comprehensive account of the experiences of the military nurses in World War II. His
four chapters on this subject cover the deployment, work, conditions and dangers
faced in the campaigns the Middle East, England, Greece, the Far East, and Australia.
Most of the sources used in his book are reports from the nursing leaders, unit war
diaries and the official histories, and there are only some quotations from individual
nurses.

It is Bassett who gives more attention to the voices of the individual women in Guns
and Brooches, using the same approach she used for her examination of the women in
the Boer War and World War I. She drew on the letters, diaries and personal notes of
several nurses held in the archives of the AWM, as well as Allan Walker’s official
medical histories. This time, however, she adds the recollections of the living to her
account, using the replies veterans sent to her 10-page questionnaire.41 Bassett’s
analysis includes the women’s attitudes towards their work and living conditions. She
also notes the changes in conditions during the war. In the European theatre where
the Australian nurses were deployed, work in the war zone was complicated by the
frequent movement of the CCS, reflecting a frontline was forever changing. The
weaponry, which was more sophisticated and lethal, increased the level of the danger
and led to the death of several nurses. She also notes that the line between combatant
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and non-combatant was ‘becoming increasingly blurred’,42 a forerunner of wars to
come. These conditions had an impact on the traditions these women inherited from
the nurses in World War I. These include an awareness of the possibility of war
coming to Australia43 and, compared to their peers in the previous war, the nurses in
World War II adapted to a more soldierly life,44 particularly in the dangerous theatres
of war in the Middle East, Greece and the Pacific Theatre. These issues will be
examined in more detail in Chapter 4.

As noted earlier, some the women who went into captivity wrote about their treatment
and the appalling conditions in the camps. Jeffrey’s account of her personal
experiences describes, in detail, the brutal treatment meted out by their captors to the
civilian women, children and nurses. In the foreword to Jeffrey’s account, published
in 1954, Annie Sage states that this book is ‘a story of women who fought’.45 Sage
had met many of these women at the time of their liberation in Malaya and she is
clearly inferring that these Australian nurses demonstrated characteristics akin to the
digger of Anzac. Vivian Bullwinkel’s account of the Banka Island massacre describes
the murder of her fellow nurses.46 The autobiographical nature of these works shocked
Australian readers in the 1950s and dispelled the myth that women could be shielded
from the brutal treatment that male combatants were subject to if caught by the
enemy.

Yet, as Christina Twomey, who has examined the history of these nurses, argues, they
have not entered collective memory to the same degree as the male prisoners of war,
partly due, she believes, ‘to the relative paucity of the visual record of their
experiences. The nurses’ story was primarily narrative rather than visual.’ 47 Twomey
further argues that gender was also an issue. They were a minority group and, as
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women, their presence near a battlefield ‘unsettled masculine mythologies of war’,
leaving ‘an uneasy legacy for women who return from a combat zone’.48
Allan Walker’s49 four medical volumes, written as part of the Official History of
World War II, offer a far more detailed study of the AANS nurses than A. G. Butler’s
volume for World War I did. He describes their number, movements, locations and
work, as well as those who lost their lives, or were taken as prisoners of war, noting
that the war made ‘great physical and emotional demands’ on the women.50 He also
notes that the nurses were ‘in the Army but not of it’,51 referring to the gender bias of
the Australian Army. Until the Army’s nursing service was granted corps status in
1948, the nurses had no formal status within the Australian military. Walker also
devotes a chapter to the RAAFNS, established in 1940. He briefly covers the history
of RAAFNS to the end of the war, the work of the Empire Air Transport Team
(EATS) and the Mobile Air Evacuation Transport Unit (MAETU). This history and
the establishment of MAETU are also well documented by Gay Halstead.52 Maxine
Dahl53 in her PhD thesis covers the history of air evacuation of casualties in war from
1943-1953. She highlights the interoperability of air evacuation systems with other
nations, and the importance of pre-flight assessment of patients in preventing in-flight
mortality.

Australian nurses as part of the Army and the RAAF served in the Korean War
between 1950 and 1953. Unfortunately there is little historical writing about these
two groups of nurses. Goodman, Bassett and Halstead cover their history in their
works. Bassett provides an informative account of the Army nurses’ work at the
British Commonwealth Hospital, on the hospital train in Japan, and at the medical
station in Seoul, Korea. She relies heavily on material from the archives of the
Directorate of Nursing Services, and the reply to her letter inviting responses to the
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series of questions mentioned earlier from a former army nurse who served in Korea,
Mary McFadzean (nee Joyce) who gave her a description of the work on the train
from Iwakuni to Kure in Japan.54 In her explanation of the nurses’ working and living
conditions, adaptation to the climate, the British nurses and danger in the suburbs of
Seoul, she touches on the continuance of several traditions that these women believed
that had inherited. Goodman briefly outlines the background history of the war, and
makes mention of members of RAANS and RAAFNS, and the use of helicopters in
the new innovative medical procedures of Dust-Off and medevac flights.
Gay Halstead’s The Story of RAAFNS55 covers the stories of the members of the
RAAFNS who participated in the Korean War as ward sisters in Japan, Seoul and as
flight nurses in the medevac scheme. Like Bassett, she also combines primary source
material, drawn from her interviews with five nurses, with her own commentary upon
the stories of the RAAF nurses.

She concentrates more on the clinical and

organisational procedures performed by these nurses, than the personal and family
details of her nurses.

Vietnam

Susan Terry, a civilian aid nurse veteran, was the first person to record the
experiences of the nurses (and civilian aid teams) when House of Love was published
in 1966.56 In 1967, Susan Terry and Drs Ryan, Grove and Villiers addressed the
Australian Medical Association (Victorian Branch) and spoke of the threefold aim of
the teams, which were humanitarian, diplomatic and the training of Vietnamese
medical personnel.57 Susan Terry spoke of the cultural and practical difficulties of
working in the provincial hospitals and teaching the South Vietnamese medical
teams.58

These presentations were later published in the Medical Journal of
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Australia.59 (She also published an essay in Bassett’s As We Wave You Goodbye, in
1998).60

The experiences and the stories of civilian aid medical teams were not heard of again
until the publication of O’Keefe’s Official history in 1994. It gives one page that
summarises the story of the teams’ participation in the Vietnam War. In his Appendix
A, he provides a general overview of the deployment of the civilian aid nurses. He
covers the Australian government’s goals in sending these teams to a war zone, the
hospital recruitment of the doctors and nurses, the locations in South Vietnam where
they worked, and their lengths of stay.61 It clearly reflects the ambivalent place the
civilian aid teams occupy in histories of the Vietnam War. They were working in a
war zone, yet were not part of Australia’s military commitment to that war.
In 2001, Dot Angell completed her PhD thesis ‘Breaking the Silence: The
Experiences of the Civilian Nurses in Vietnam’.62 Terry’s paper focused on the
challenges posed for the civilian aid nurses in Vietnam. Dot Angell, however,
extended the field of study to include broader issues, including ‘cultural shock’.63
Angell’s considerable collection of material, innovative website and research papers
contributes to the literature on women and war by interpreting the emotional and, to a
lesser extent, the physical experiences of civilian nurses in Vietnam at a time in
Australian society when the male dominated institutions frowned upon any woman
who stepped outside her position in this society, be they military nurse, civilian nurse,
administrator or entertainer.
In 1985 Siobhan McHugh, in Minefields and Miniskirts,64 interviewed more than 50
women who went to Vietnam, as nurses, secretaries, entertainers, journalists and
members of the consular staff. Her research is valuable to the thesis in that she
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interviewed many veterans at a time when many were anxious to talk, before they
started to write their own autobiographies and before the 30-year release of official
documents. She covers a wide field and her book extrapolates the reasoning behind
the women’s motives to volunteer, the conditions in the war zones and the stories of
their repatriation. McHugh conveys the complex and contradictory nature of the
experiences of several Australian nurses65 in Vietnam and it is an interesting
comparison to the stories from women who served in Australia’s former war zones.
In 2009, Elizabeth Stewart and Gary McKay published With Healing Hands.66 Based
on interviews with over 22 nurses, it is the most comprehensive work to date on the
subject of the civilian nurses. McKay and Stewart divide their book into eight
chapters, with the first chapter describing the Australian government’s purpose,
planning for, and method of, sending the teams to Vietnam. The following chapters
cover the four provincial towns where the various teams were stationed and their
work. The concluding chapters describe the veteran’s post war problems and issues,
one of which is their exclusion from Veterans’ Affairs entitlements.
The first formal documentation of the RAANC’s tours of duty appears in Goodman’s
Our War Nurses.67 As noted earlier, he used the official papers and interviews with
the military nurse leaders. These leaders, along with the background history of the
war, the deployment of 1RAR, and the medical work of 8FA and the 1AFH, are the
key elements in his work. Although he discusses the clinical procedures of triage and
dust-off, he does not discuss individual nurses, their motivations and approaches to
heavy nursing, their uncomfortable working and living conditions, and proximity to
danger.
Bassett, however, in Guns and Brooches,68 continued with the methodology discussed
earlier and her chapter dealing with the Vietnam War nurses offers a more personal
insight into the women who served as members of the RAANC in Vietnam by
allowing their voices to be heard. She interviewed twenty members of RAANC.
65
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Consequently, her comments about the nurses’ motivations to serve in Vietnam, their
family background and their attitude to the living and working conditions in 8FA and
1AFH, show a richer texture to the feelings and experiences of these women.
Similarly, Lynn Hemmings, in her PhD thesis ‘Remembering Vietnam: the voices of
the RAANC nurses’,69 listened to, and transcribed the voices, of twenty of the 43
nursing sisters of RAANC, to illuminate who they were, what they did and how they
felt about their experiences.
Brendan O’Keefe’s Medicine at War, as part of the Official History, describes the
experiences of the members of RAANC in seven lines, referring to the fact that they
were sent to ‘alleviate an acute staffing shortage’70 when it came to nursing duties,
duties that until then had been carried out by male Army medical assistants and
orderlies.71 Nursing, of course, was not the primary focus of his work: the overall part
played by medicine in the post-World War II conflicts was. However, O’Keefe’s text
provides the context for this thesis. His work conveys, in detail, all medical aspects of
the Australian Army’s time in Vietnam along with the support given to the
Australians by the US army medical services during the Australians’ time in the
Vietnam War. It is a comprehensive account of the medical problems associated with
a developing country, with a hot monsoonal climate, the guerrilla nature of the war,
and complex range of injuries and diseases, to which Australian servicemen and
servicewomen were exposed in Southeast Asia. His work also provides valuable
background material for several chapters in this thesis by illuminating the arduous and
dangerous conditions that confronted all groups of nurses in Vietnam.

He also

highlights certain medical procedures, which eventually influenced the technical skills
of the nurses, as well as the modernisation of nursing procedures and the
professionalism of nursing.

Narelle Biedermann, a former army nurse, wrote her history, No Tears on my
Pillow,72 after interviewing ten of the 43 military nurses who served in Vung Tau and
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their work at 8FA and 1AFH. Her history provides an insight into the practical and
emotional way these women coped with their term of duty as military nurses in
Vietnam, as well as analysing what factors motivated them to volunteer for service in
Vietnam. The words of the interviewees reveal that they were unprepared for the
immense demands on their clinical skills.

These conditions were created by a

guerrilla type war such as Vietnam, the emergency nursing, the volume of patients
during the Tet Offensive, the gravity of injuries and the long arduous hours.
Gay Halstead, in her Story of RAAF Nursing Service,73 interviewed six nurses who
had been based at Butterworth and participated in aeromedical evacuation flights, and
nursed at the Sick Squadron Quarters at the base. The interviews highlighted the
difficulties of, and dangers in, their work, as well as the camaraderie amongst
members of this nursing service.

As will be discussed in more detail in the thesis, it is clear that many of the women
nursing in Vietnam believed that they had inherited, and were working within, a
tradition developed by the nurses who had served in Australia’s previous wars. The
anomaly, of course, is the fact that, for the first time, the majority of the nurses
working in a war zone were civilians and the majority of their patients were also
civilians.

Post-war issues for nurse veterans

The recognition that the war often comes home with the veteran is a relatively new
phenomenon, stemming largely from the post-Vietnam War period, and it is to this
conflict that much of the literature is devoted. Historians, however, have begun to
look at past wars. Medical researchers, such as S. Paulson and D. Krippner, for
example, explain how conditions such as post-traumatic stress disorder (PTSD) had
various titles in World War I, World War II and the Korean War: shell shock, battle
fatigue, delayed reaction, war neurosis, post war neurosis and battle shock were all
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used to describe what is now recognised as PTSD.74 Stephen Garton’s The Cost of
War75 provides an overview of the impact of war on veterans from World War I to
Vietnam. The focus, however, has been predominantly on the male veterans. Wilcox,
in his history of the Boer War, for example, refers to the funds established by middle
class loyalists, state governments and the British War Office to offer pensions,
medical treatment and temporary assistance to injured or debilitated returned soldiers,
and widows and dependents, but not, apparently, to nurses who might have needed
assistance.76 There is, then, a paucity of information in the literature to indicate the
extent to which nurse veterans suffered from poor health because of war service, or
the rates of cancer or PTSD that might be attributable to war.

Bassett, Rae and Oppenheimer indicate in their work that many nurses suffered from
debilitating health problems after the World War I. Both Bassett and Rae highlight
the plight of World War I nurse veterans who were unable to work after their return, a
condition they link directly to their war experience. Bassett notes that for many
nurses, their hopes and dreams had turned to fears and nightmares,77 and Rae reports
that many of the women she studied became reliant on charity, or colleagues, for
support

78

because the war had affected their ability to nurse effectively. Rae’s

companion history, Veiled Lives,79 records the premature deaths of thirty World War I
nurses. Both Bassett and Rae see the plight of the returned nurses as one of the causes
of the politicisation of the nursing profession where World War I nurse veterans
fought for change in various ways and in different organisations. Glenda Strachan, in
her history, Labour of Love,80 also refers to the Australian Trained Nurses’
Association (ATNA) objective, after the Boer War, to provide sickness, accident and
age benefits for member of the profession.81
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Information on the women who served during World War II is even less available.
Allan Walker’s official medical history, for example, devotes one small paragraph to
the health of World War II nurse veterans, and acknowledges the physical, mental and
emotional demands made on them by war.82 He also lists the mortality rate of the
military nurses due to enemy action. In 1985 the Department of Veteran Affairs
(DVA) published a small booklet, which makes a brief comment on the health of
returned servicewomen of World War II.83 The literature on Vietnam, however, is
more extensive.
O’Keefe’s official medical history, Medicine at War84 examines the diseases that all
Australians encountered during their time in Vietnam, in particular malaria and the
course of the malaria crisis. There is little evidence in the health studies to suggest
that many veterans have had relapses of malaria. However, there is evidence to
suggest that one of the most recurring post war health problems is cancer. The
aetiology has been correctly or incorrectly related to the use of defoliants.85 Frank
Smith,86 in the final six chapters of O’Keefe’s Medicine at War examines the aftereffects of Agents Orange, Blue and White, the Royal Commission of 1985 and the
reception of its report. Smith offers no satisfactory answers, yet his work is notable
for its detail, with statistics of the clinical and scientific data that were gathered by the
Departments of Defence and Veterans Affairs.
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‘Australia’s Agent Orange story: an historian’s perspective’87 presents collaborative
evidence to support Smith’s work.

The other significant health problem related to service in Vietnam is PTSD, attributed
to either chemical spraying, or the witnessing of traumatic incidents and a neglect of
care in the immediate post-war period. This issue is extensively covered in Frank
Smith’s chapter on the disorder (although, as Kristy Muir notes, his coverage of the
psychological problems of the Indonesian Confrontation is limited).88 Two clinical
studies, published in the New England Journal of Medicine, are also worth noting.
Lawrence Kole, in his article, discusses the treatment of what was initially an
undiagnosed condition in Vietnam veterans, suggesting that part of the problem lay in
the lack of diagnostic skills in doctors. He concludes by arguing that ‘if physicians are
now to contribute to the health of our Vietnam veterans they must improve their
diagnostic skill in recognizing chronic post traumatic disorder.’89 S. Paulson and D.
Krippner’s Haunted by Combat90 is a penetrating analysis of the immense, complex
and at times contradictory body of knowledge about PTSD. Although extremely
detailed and clinical, their research and arguments answer the layperson’s questions
about the aetiology, the course and therapeutic treatment of the syndrome with some
clarity.
Joy Damousi91 also deals with the professional psychological neglect of veterans
returning from Vietnam, along with their families, and argues that this lack of care is
responsible for the ill health of many veterans. It was not until 1982, for example, that
Vietnam veterans’ counselling services were established. Damousi’s analysis of her
source material demonstrates how the psychological impact of war remained well
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after the event, not just for soldiers and military nurses, but also for those around
them, who also had to absorb the legacy of war. While this subject has been the focus
of clinical studies, such as the two mentioned earlier, few historians, Kristy Muir92
and John Shoebridge93 excepted, have contemplated the implications of this for
understanding historical change. The post war health of the members of RAANC, for
example, is given only one sentence in Narelle Biedermann’s, No Tears on my
Pillow.94

Dot Angell, Elizabeth Stewart and Gary McKay discuss these problems in terms of
the civilian aid teams and their nurses. All refer to their interviewee’s exposure to
defoliants, stress and trauma and its corresponding link to an unusually high incidence
of cancers and PTSD and other related health problems. This is part of a broader issue
the authors raise. They point to an inequity evident in the fact that although these
women served in a war zone, they were not entitled to the Veteran Affairs benefits
that were automatic entitlements for members of the RAANC.95 They add that the
civilian aid nurses had shared the same stresses and exposure to chemicals and danger
as the members of 96RAANC.

Nurse veterans and the nursing profession

The Vietnam War nurse veterans returned home to a profession that was at the
crossroads of change. This course of nursing reform had been in process since the
time the Boer War nurses returned from South Africa. This section of the chapter
briefly outlines the part some of the veterans played in nursing reform.

In their work, Bassett, Strachan, Rae and Goodman identify nurse veterans from the
Boer War and World War I who played a part in changing the profession. Bassett in
Guns and Brooches examines the post-war stories of the Boer War nurses (including
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Nellie Gould). Glenda Strachan does much the same in Labour of Love,97 where she
mentions of the names of former AANS nurses, including Rose Creal, who was on the
executive of ATNA, after the return of the Boer War nurses.98 Rae’s Veiled Lives,99
Goodman’s Our War Nurses,100 and Bassett provide information on Maud Kellett
(who provided Butler with his material for the Official History). Grace Wilson and
Jane Bell also played significant roles in associations and organisations after World
War I. The Australian Dictionary of Biography101 also describes the work of these
former military nurse leaders and their work in bringing changes to the profession.
Gould,102 Kellett, Bell103 and Wilson were all involved in the organisation of ATNA,
the Nurses’ Registration Board (NRB), and the Australian Nursing Federation (ANF).
Rae, in Veiled Lives,104 discusses Bell’s basic training and post-basic training clinical
reforms.
In terms of the post-war years following World War II, Russell Smith’s In Pursuit of
Nursing Excellence105 charts the history of the colleges of nursing. Although there is
no direct link between military nursing and the academic and reform work of the
colleges, he does note that the nurse veterans contributed unpaid and selfless work to
the growth of the colleges, and in the appendix of his history there are the names of
several AANS, RAANS and RAANC leaders amongst the list of executive members
of each of the three colleges.
Joan Durdin,106 in her history of nursing in South Australia, highlights that link
between post-World War II changes and the military nurses, when she notes, ‘both
civilian nurses and those who had been in the armed services, worked together for
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various post war changes.’107 In Ian Shaw’s On Radji Beach108 there are references
to the post war work of individual nurses, namely Joyce Tweddall, Wilma Oram and
Vivian Bullwinkel. The Australian Dictionary of Biography covers the post war
reform work of Annie Sage and Jessie Bowie.109 Although the Vietnam War nurse
veterans did not play as significant a role in nursing reform (a reflection of their
smaller numbers), Bassett, in Guns and Brooches110 allows Southwell to talk about
many issues that loomed in the post-war period of the Vietnam War, particularly the
arming of members of RAANC and quotes one RAANC nurse who commented on
the educational opportunities open to RAANC veterans after this war. In Narelle
Biedermann’s postscript to No Tears on my Pillow111, there is a paragraph devoted to
the way that the clinical experiences of nursing in the Vietnam War influenced
reforms in emergency army nursing training as well as the Army’s encouragement of
its nurses to seek further qualifications. Bronwyn Wheeler’s essay, ‘Military Trauma
Management’112, adds contemporary material to Biedermann’s paragraphs.

Lyn Russell wrote the most comprehensive text on the progression of the nursing
profession, From Nightingale to Now113, but paid little attention to any link between
nurse veterans and changes in the profession. Similarly, Bessant and Besant’s The
Growth of the Profession114, is valuable for describing the educational progress of the
nursing profession in Victoria, the prime movers in these changes and the complexity
in the debates that led to University training for nurses, but there is no mention of the
war, or nurse veterans.
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Vietnam War nurse veterans returned to a changing Australian society where there
was a revival of the feminist movement. Even though the nurse veteran had no direct
link to this movement, some aspects of the changes that came with the movement
affected their lives. Several texts were read, which in turn explained aspects of the
changing society for women, including the nurses, in the late 1960s and 1970s.
Michael McKernan115 and Margaret Fitzherbert116, for example, examine the way in
which women became organised117 in order to fight for political representation in
government and for equal pay and opportunity, but the works that were most valuable
in terms of providing an understanding of feminism and its impact upon society are
Joshua Goldstein,118 the writings of English feminist, Lucy Noakes,119 and the
Australian writers, Ann Summers120 and Germaine Greer.121 Ann Curthoys’ summing
up the progress of the Women’s Liberation Movement in her 1992 chapter, ‘Doing it
for Themselves’ was also valuable for her definition of the platforms in the Women’s
Liberation Movement, the groups involved in the fight for representation in
governments, and a listing of the significant legislation reflecting the movement’s
achievements.122

Primary Sources.

The primary source material used for this thesis comes from the archives of the
National Archives of Australia (NAA) and the AWM, the DVA study into the health
of female Vietnam veterans, and transcriptions of personal interviews.
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In 2006, application was made to the NAA to access the 1967/68 papers belonging to
the DEA to gather information about the members of the Civilian Aid teams who
worked in South Vietnam from 1964 to 1972. The papers were released in late 2009,
and consist of the correspondence between the DEA office in Canberra and the
Australian embassy in Saigon. They provide the most direct and informative evidence
about the deployment and management of the civilian aid nurses in the South
Vietnam.

These reports provide information on the Department’s administrative

plans, the job specifications for each member, length of service, residential
accommodation, and directions for obtaining medical supplies as well as health
insurance requirements for the women. There is also reference to the Colombo Plan,
which the DEA used as a precedent in the design of their plans for the SEATO
civilian aid teams. However, there is only one cable that is concerned with the safety
and security measures of the members of the teams. As discussed in Chapter 1, it
refers to those members who were working in Ba Ria in 1968.123

The DVA study into the health of female Vietnam veterans in 1998 was also a
valuable source for this thesis. It provides quantitative material covering the number
of veterans and the post-war health problems, and medical outcomes, for the women
surveyed. A cohort of over 220 women was used and 16 medical outcomes were
diagnosed. The study found that the statistical incidence of some diseases or health
problems was higher for the cohort than found in the general community. They
specifically mentioned ischaemic heart diseases, asthma, gastric ulcer, breast cancer,
gynaecological problems and depression.124 However, three quarters of the nurse
veterans, whose testimonies furnish the primary source material for this thesis
admitted that they have suffered, or have friends who have suffered, from infectious
diseases, cancer and the psychological manifestations of depression and PTSD that
they attribute to their war service. The DVA report, for example, found that 41 per
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cent125 of the women in the survey had suffered from PTSD, while the interviews used
for this thesis indicated that 75 per cent, of the cohort of the interviewees suffered
from various degrees of PTSD.

Thirty-one interviews were used for this thesis and include women from the two of
the three groups of nurses who served in Vietnam. Sixteen transcriptions from former
RAANC nurses, who had been interviewed by Bassett and Hemmings for their
research at the AWM in the late 1980s, were used. Nine of the transcriptions from the
interviews given by the civilian aid teams to Elizabeth Stewart and Gary McKay in
the research of their book126 were accessed and valuable information gathered. This
candidate personally interviewed four civilian aid nurses, one nurse via phone and one
nurse via email. Part of this general body of primary source material relates to the
nurses’ motivations, and the nursing care of their patients, whether they were
Australian soldiers (for the RAANC and RAAFNS), or the Vietnamese people (for the
civilian aid nurses). Five nurses who were interviewed by the candidate provided
supplementary information in response to a follow-up letter regarding their post war
health and professional life.

125

Australian Government, Department of Veterans’ Affairs. Final report for DVA Vietnam Veterans’
Health Study—Females—NG 1031 (Canberra: Commonwealth Department of Veterans’ Affairs, 1998).
p. 91.
126
McKay and Stewart, With Healing Hands.

64

Chapter 3: Methodology
There were two methods used in the research of this thesis. The first method used
empirical evidence in the form of published works, government reports and archival
sources identified in Chapter 2 to provide context for a description of an emerging
tradition associated with military nursing and a framework for analysis of the
experiences of the nurses in Vietnam. The second method involved oral testimonies
from 31 participants in the Vietnam War who belonged to members of the SEATO
civilian aid teams and the RAANC.

Their stories provided the focal point for this

thesis. The project was approved by the Ethics Committee of the University in
accordance with the National Statement on Ethical Conduct in Research involving
Humans. This approval was reassessed every year. Reassessment required a short
explanation of any difficulties experienced in past interviews in order to prevent any
potential physical or psychological problems emanating from future interviews.

The University of Wollongong Human Research Ethics Committee, in its approval
and review of the interviewing process, required specific legally binding conditions
for the interviews. This material in the form of the annual assessment ensured that
four major ethical values were respected: justice related to fairness and impartiality on
the part of the interviewer; that all care was taken as necessary for human research
with an assessment of possible physical/psychological risks to participants; respect for
interviewees by treating them equably, irrespective of class, race, gender or culture;
ensuring the confidentiality of the material in the interviews by following the
procedures set down by the University (including storage of interview material and, if
requested, the use of pseudonyms); a justification of the research based on its merits
and the long-term potential benefits to the community. For the last mentioned, the
long-term benefits to the community were defined as the way the research was linked
to the current campaigns to the reform elements of government policy relating to
veterans’ entitlements. No problems relating to the physical/psychological risks were
encountered from the commencement of personal interviews in September 2005.

The University of Wollongong Human Research Ethics Committee, in its approval
and review of the interviewing process required specific legally binding conditions for
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the interviews. This material in the form of the annual assessment ensured that four
major ethical values were respected: justice related to fairness and impartiality on the
part of the interviewer; that all care was taken as necessary for human research with
an assessment of possible physical/psychological risks to participants; respect for the
interviewees by treating them equably, irrespective of class, race, gender or culture;
ensuring the confidentiality of the material in the interviews by following the
procedures set down by the University (including storage of interview material and, if
requested, the use of pseudonyms); a justification of the research based on its merits
and the long term potential benefits to the community. For the last mentioned, the
long term benefits to the community were defined as the way the research was linked
to the current campaigns to reform elements of government policy relating to
veterans’ entitlements. No problems relating to the physical/psychological risks were
encountered from the commencement of personal interviews in September 2005.

It is not the purpose of this chapter to engage at any length in the debate surrounding
the use of oral sources in the writing of history. Rather, this chapter identifies the key
elements in the literature that were used when conducting or listening to interviews, or
reading transcripts, and then evaluating them and using them for this thesis.

Oral History

Several texts informed the methodology and approach taken to interviewing the
participants. Paul Thompson’s text, The Voice of the Past: Oral History,1 is one of
several works that helped the planning, organisation and management of the process
needed to interpret the oral testimonies.

He provided the steps used from pre-

interview to interview and collection, sorting, transcription, evaluation and
interpretation. His explanation as to how to use a collection of stories from interviews
is valuable. His suggestion that if the stories in the testimonies are not broad enough
to be used as a single narrative, then they can be grouped around a common theme,
either in fragments, or as a whole, to produce a broader historical interpretation2 was
particularly pertinent for this work. It shaped the structure of the thesis by dividing
1

Paul Thompson, The Voice of the Past: Oral History (London: Oxford University Press, 1978), p.
204.
2
ibid.

66

the evidence gathered from the interviews into the elements, which are part of
Australia’s military, nursing tradition. For example, many of the women’s stories
shared a common element in what motivated them to volunteer, viz. caring for a
patient in need.

The elements of this tradition are explored in chapters 4 and 5, where the empirical
evidence deals with the history of military nursing. When the empirical evidence is
juxtaposed with similar themes coming the from the oral testimonies, then the two
bodies of evidence provide a more sizable quarry of material, which in turn facilitates
the researcher’s work to present a wider historical interpretation. This is explored in
chapters 6 and 7. For example, both groups of nurses working either in 1ALSG or the
big rural town were confronted with varying degrees of combat related danger in
much the same way as former army nurses stationed in AGHs and CCSs. The
published histories treat the nurses’ responses to danger in a general fashion, except
for the story about the incarceration of the nurses in World War II. Evidence coming
from the oral testimonies of the Vietnam War nurses delivers different insights into
this issue not found in the histories. For example, Jean O’Neil, matron of 8FA and
1AFH, and party to confidential army intelligence, was worried about the bombing in
the Long Hai hills, because it was remotely controlled from the Philippines. She
knew that incorrect input of computer data could result in the bombing of 1ALSG.3
These small details highlight the modernity of the computerised Vietnam War.
Although many of the women’s stories contain similar themes, there are times when
their stories reflect different descriptions, attitudes and opinions of the one event, not
only from those evident in the published histories, but also amongst themselves.
Thompson explains how to use those different versions of the stories.

He believes

they create a tension, which he terms ‘the mainspring of historical research.’4 Simply
put, he believes that the historical event can be described in several ways, and
somewhere in between lies veracity, but that is not an important issue. He believes it
is the way the veterans perceived the event and it is their version of the event that is
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significant.5 He suggests that the primary sources can be ‘treated as a quarry,’ 6 from
which to construct a tale, thus giving several perspectives on the issue being
examined, or, in the case of this thesis, to the specific element of the tradition being
discussed.

One example can be found with the nurses’ response to, and

accommodation of, combat related danger. The members of RAANC were relatively
secure behind the guarded and wired 1ALSG, but the oral evidence from several
RAANC nurses indicated that, despite that protection, they were afraid during the Tet
Offensive. They knew that the military base was a potential target. On the other hand
several civilian aid nurses described the proximity of Vietcong insurgent activities to
their hospital and residence with no mention of fears of personal injury. Robyn
Anderson, for example, recalled the time, when she was in her bedroom, preparing for
bed, when she saw through the window armed Vietcong come out of a hole in the
road with small arm fire. She said that she was not perturbed. Jan Allan, however,
remembered the fear she experienced when she encountered a black pyjama-clad
Vietnamese with a gun while driving home one night. The differences in these stories
illustrate the range of reactions and feelings on the part of the civilian aid teams, and
the importance of the context in which each incident occurred. Robyn Anderson was
with her group in the house who gave her moral support. Jan Allan was alone on the
road.

Another example relates to the respect and gratitude many civilian aid nurses had for
American support. Two civilian aid nurses, however, were irritated by the presence
of the Americans and voiced their disdain and discomfort at the close proximity of the
American officers and agents. Cross analysing these two different attitudes gives an
historical interpretation of the reasons for this difference, and in Vietnam it related to
place and timing. The early civilian aid teams in Long Xuyen were extremely grateful
for American support. However, after the Tet Offensive of 1967, and in Bien Hoa,
the site of the American air base, work in the local hospital was arduous and fraught
with noise, insecurities and the irritating presence of the people from the Central
Intelligence Agency (CIA).
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Alessandro Portelli’s exploration of the relationship between interviewer and
interviewee was also important. When he argues ‘that the significant aspect of oral
testimonies is the orality of the oral sources, and to disregard this aspect will have a
direct bearing on interpretative theory,’7 he means that in the personal interview the
mannerisms that the interviewee uses in describing an event is a significant aspect of
interpretation. For example an interviewee may use a particular tone of voice, facial
expression, choice of words and even gesticulation with her hands.

This body

language often conveys a specific emotion surrounding the event. The interviewer
needs to note these emotional signs and refer to them when transcribing sound to
composition of the written testimony. He also argues that the tone, volume, range and
rhythm of popular speech also carry implicit meanings and social connotations.’8 For
example in the film Nineteen Nurses, Maureen Spicer rolled her eyes, and in a dour
Australian tone explained that her first sight of the Bien Hoa hospital ‘defied
description’.9 Australians were aware that she meant that she could find no adjectives
to describe the poor condition of this run-down French colonial hospital, where she
would be working for the next 12 months.
Both Alessandro Portelli10 and Luisa Passerini11 show how to detect meanings from
popular speech, linking it with the culture of the society in which we live. These
include various mythologies passed down from generation to generation, of some
importance, in a work that examines a sense of inherited tradition. They claim that
these cultural influences re-interpret the interviewee’s perceptions over a period of
time, which, in turn create a private image of self in their memory. This was clearly
evident in the interviews with the civilian aid nurses. Although they had served in a
war zone, they were not entitled to march on Anzac Day because they had not been
part of the military. Yet, the replies, facial expressions and tone of answers from
women like Jan Bell, Jan Allen and Mair Jones indicated that they believed they were
part of the Anzac mythology and, as members of that special club, they had a right to
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march each year on Anzac Day. That right was accorded them with the Welcome
Home March in 1985. This represented an affirmation of their right to be part of
Anzac. The Welcome Home March was just as important for the women in the
RAANC. Patricia Kennedy (Yorke), for example, described it as ‘a very profound
day.’12 The March represented a public acceptance of Vietnam as part of the Anzac
tradition, something that had been missing in the decade after the war.

The examples given above indicate that the technical process of conveying the
emotional nuances and the content of the interview from sound tape to written
testimony is not straightforward and the emotional nuances can be lost in the process
of transcription. In the practical typing up a recorded interview from a sound tape, it is
important, not only to type the exact words of the interviewee, but to note change in
the tone of voice or emotions and the body language on the interviewee. Therefore it
is important for the transcriber to insert markers, such as punctuation marks, pauses
and changes in the narrator’s tone of voice, which indicate the interviewee’s feelings.
Requests to pause during the interview should also be noted; because the interviewee
often gives information that they do not want to be recorded.

In the personal

interview it is relatively easy to detect these nuances and mark them. However, as will
be discussed below, the testimonies used for this thesis did not always come from face
to face interviews but from interviews recorded by others. Here the tones and nuances
in the voice were critical for the insertion of markers in the transcription. For
example, in an interview recorded by Jan Bassett for the Australian War Memorial
with a senior member of the RAANC,13 the tone, volume and texture of the veteran’s
voice implied that this nursing sister had been an authoritative personality. On the
other hand, an interview between Lynn Hemmings14 and a much younger member of
the RAANC team indicated that this interviewee had had less experience of military
nursing whilst working in Vietnam.

For reasons discussed below, the majority of the oral evidence used for this thesis
came from transcriptions of interviews conducted by Jan Bassett and Lynn Hemmings
with members of the RAANC, and Gary McKay and Elizabeth Stewart with members
12
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of the civilian aid teams. They are held in the Australian War Memorial.

The

transcripts were used in various ways, but predominantly were read, reviewed and reread extensively as one would read the more traditional written primary sources in
history. The four interviewers structured their interviews in an order that facilitated
the way this researcher created her own set of questions. For example, Stewart and
Hemmings first enquired about the nursing history of the nurse veteran before she
joined the army or volunteered to go to Vietnam as a civilian aid nurse.

The

testimonies were then reviewed and re-read for material to furnish the sub-sections of
chapters 6 and 7. This followed the path of the nurses’ motivations, responses to
work, their awareness of danger, and their views about the team members, the medical
staff, the Americans, the Vietnamese and the Viet Cong. In the final pages of all
transcriptions, McKay, Stewart, Bassett and Hemmings posed questions about the
veterans’ post-war experiences.

This material provides data for chapter 7: the

personal welfare of the veteran, and chapter 9, the course of the veteran’s post-war
work and career path.
Joy Damousi’s15 text showed how this methodology can be one of investigative
discovery, but contained a warning this author has taken on board. She claims
research based on oral history alone often cannot explicitly predetermine the themes
or issues that will come from the individual stories, but the work becomes exciting
when one discovers that the total work delivers new themes, trends and ideas. 16 She
believes that, ‘using oral testimonies as part of the basis of the scholarship opens up
different possibilities in the official histories and published texts.’17 That certainly
proved to be the case in Bassett’s interview with Jean O’Neil.18 O’Neil, a single
career Army officer, explained the attempt she made to adopt a Vietnamese child.
This does not appear in any of the published works and prompted a search for similar
attempts to adopt Vietnamese children amongst the cohort of nurses studied for this
thesis.

15
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Recruitment of potential interviewees

The groups needed for interview for this thesis were easily identified. The most
valuable participants were those women whose narrative of their past wartime
experiences added to, and amplified, the body of historical work. Essentially they
were those women who had direct personal wartime experience, by serving a term of
duty as registered nursing sisters in the Vietnam War and secondly, they were
accessible. The latter proved to be more of a problem than anticipated.

Because of the controversy surrounding the Vietnam War and its veterans, and the
fact that recalling experiences can be disturbing, prospective participants needed to be
approached in a circuitous way. Several nurses were approached, but declined to be
involved in an interview for the very reasons stated above. Therefore, sampling,
which is a vital component of the interviewing process, was a more difficult task that
it first appeared. There were also other reasons.

By 2005, the reluctance of the RAANC nurses to be receptive to a new researcher was
quite obvious. Many had been interviewed and had also written reports of their
experiences in the 1990s. Narelle Biedermann, author of No Tears on my Pillow,19
explained that ‘nobody had wanted to talk to them for twenty years,’20 then they were
inundated with requests for interviews, and now many of them were relieved to
remain quiet and willing to forget their participation in war. This situation was made
clearly apparent, when one member of RAANC was directly approached to discuss
her experiences. Her silence and strong objection to communicating revealed that this
interviewee was tired of the persistent requests upon her time over the last decade, and
the only outcome was to respect her privacy. Siobhan McHugh, author of Minefields
and Miniskirt,21 explains that her research into women and the Vietnam War owes its
success to ‘correct timing.’22 A decade earlier McHugh had used the self selected
sampling method. The good number of female Vietnam veterans, who responded to
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her public notices and the subsequent interviews, were an excellent start for her book.
Unfortunately, a decade later the potential interviewees are reluctant to talk again and
resist further interview.
An alternative source was found in the Australian War Memorial’s archives, which
hold the audio tapes created by Jan Bassett from 1986 to 1988, when she held the
Australian War Memorial’s Gavin Long Fellowship,23 and by Lynn Hemmings, from
1995 to 2000, whilst holding an Australian War Memorial grant-in-aid scholarship.24
The transcriptions of ten oral testimonies of 43 members of RAANC nurses were
chosen, and the quality of five audio tapes allow the small details of voice, tone, and
pitch to suggest the emotive details that would be otherwise lost in a written
transcription.

The civilian aid nurses were more difficult to locate for interview. An approach to a
Sydney hospital, which in 1967 had sent teams of civilian aid nurses and doctors to
serve in the hospitals of South Vietnam, located one woman who was willing to be
interviewed. An approach to the New South Wales College of Nursing and its
archivists identified members of other civilian aid teams who were medical staff at
other Sydney hospitals. In all, six civilian aid nurses were willing to be interviewed.
Finally, Elizabeth Stewart, co author of With Healing Hands25 generously provided
nine transcriptions of her interviews with members of the civilian aid surgical and
medical teams from the archives of AWM.

Interviewing

Design and re-design of the questions for possible interviews began in 2005, and after
the University’s Ethics Committee had approved the research. The questions were
designed within the context of the central elements in Australia’ military nursing
tradition based on reading the secondary sources. The original set of questions was
refined during and after each subsequent interview. Their aim was to derive the
optimum data, while at the same time eliminating the risk of potential distress to each
23
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participant.

A Participant Information Sheet and consent form were given to

participating veterans. The taped interviews used for the thesis were governed by
conditions set down by the AWM, but it was interesting to note that, in parts, they
were similar to the questions derived by this author.

Design and re-design of the questions for possible interviews began in 2005, and after
the University’s Ethics Committee had approved the research. The questions were
designed within the context of the central elements identified in Australia’s military
nursing tradition based on reading the secondary sources. The original set of questions
was refined during and after each subsequent interview. Their aim was to derive the
optimum data, while at the same time eliminating the risk of potential distress to each
participant. A Participant Information Sheet (PIS) and consent form were given to
participating veterans. The taped interviews used for the thesis were governed by
conditions set down by the AWM, but it was interesting to note that, in parts, they
were similar to the questions devised by this author

The aim of the interviews was to create a relaxed atmosphere where the veteran felt
free to remember and talk without too many interruptions, but at the same time, not
wander too far away from the theme of the questions. Therefore the nurse veteran
chose the date, time and place of the interview.

The success of the course of the interview was the responsibility of the researcher
who, when necessary, guided the conversation back to the theme and relevant
question. But it was also a social relationship in which an obvious interest in the story
being told was important. It was also a relationship based on mutual cooperation, trust
and respect. One helpful strategy used was the preparation of a small folder, which
the nurse veteran added to her personal archives. It outlined the specific subject of the
interview, a brief explanation of the purpose of the research, the institution which was
supervising the research project, the name of the supervisor and the practical
organisation of the future archiving of their transcription and a set of questions. Some
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interviewees thoughtfully prepared for the interview, and retrieved old papers and
photographs.26

Many veterans were remembering times and events from 35 years ago or more, and a
period spanning about six years of their lives, from the days of nursing training and
additional study to being one nurse selected out of many to serve in Vietnam.
Two interviews were conducted in the interviewees’ homes, two were conducted at
their workplace, one was interviewed via phone, and one sent detailed responses to
the questionnaire, via email.27 The questions posed in each interview conducted by
this author are in Appendix A at the end of this thesis. The structure of the interview
led naturally from one subject area to the other with the more difficult questions
coming at the end of the interview when the interviewee had reached a momentum of
remembrance, and was able to offer her point of view, whilst giving a comprehensive
answer. The first section asked the veteran about her early history, education and
training before leading to the subject of her Vietnam War experiences, which included
the steps to volunteering, selection and work in the war zones. The third section
comprised open-ended questions. This allowed the veteran to talk at lengths about
how she personally recovered from a term of duty in a war-zone, and/or her attempts
to assimilate back into the life she had led before. For example several veterans spoke
about their husbands, children and the support they received from their families in the
difficult post war days.

One example of an open-ended question involved group dynamics. It was initially
answered in a general fashion, such as ‘we all helped each other’.28 This allowed the
issue to be explored more fully with subsequent questions based on notions of how
and why. This revealed a far more complex picture of the dynamics of the teams. On
the whole, most members of the civilian aid teams accommodated the ancient customs
of Vietnamese culture, yet two interviewees (Jan Bell29 and Jill Storch30) described
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how two medical members could not adapt to a different culture, or the grouping of
nurses and doctors in a single residence, something unknown at home. Jenny James
spoke about the way her Vietnam War experiences, and the close bonding with the
civilian aid teams, had given her confidence to lead the nursing profession into the
tertiary sector. She became the inaugural professor of nursing at the Australian
National University.31 When listening to the sound tape between Colleen Thurgar
(Mealy) and Lynn Hemmings32, the former answered an open-ended question, and
explained how she entered the public arena, which led to her counselling work with
the Vietnam veterans’ association and committee work for the march of 1985. These
two examples demonstrate the way the open-ended question triggered the interviewee
to divulge more information than perhaps she intended.

The personal interviews delivered the most successful outcomes and significant
information. Additional information was also provided by some of the interviewees in
follow-up letters regarding their health and their professional life after the Vietnam
War. Four of the women answered the questions in an efficient and comprehensive
manner.

Post interview

The conclusion of the two-hour interview was as important as the introductory period
and was often guided by the last five to six questions, and the veteran’s point of view
about the subjects discussed. For example, In the Jenny James interview the last
question involved the veteran’s pursuit of higher education and research. She spoke
for some time about the importance of veterans writing up the stories of their
experiences or being involved in an interview for historical research. In the cohort of
five personal interviews every interview extended beyond the estimated time, and in
most cases the interviewee spoke for some time about the course of the interview.
However the researcher outside the interviewing location and often that evening
organised explanatory and personal notes about the interview jotted down the
emotional aspects of the interview and labelled the tape with relevant details. Finally
30
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the interviewer followed up the interview with a small thank-you note, remindful of
the old fashioned art of good manners that passes between friends

The recorded interviews

The recorded interview was significant to both the researcher of this thesis and the
general reading public of history because the outcome could or would lead to a
contribution in historical research. It communicated the unique story (or narrative) of
the individual nurse veteran as she remembered how she responded to her individual
experiences. Secondly, by listening to the recorded interview the researcher was
hearing the spoken word and how that word was enunciated, which conveyed the
emotions of the speaker. It was important that the transcriber listened closely, and
was perceptive to the tone, pitch and rhythm of the spoken word, and the interaction
of the dialogue that took place in the interview, so that the emotional markers of
laughter, sadness, withdrawal and the meaning of pauses could be conveyed. Markers
were inserted in the transcription for punctuation marks, pauses and changes in the
narrator’s emotions. The notes that accompanied the taped interviews are valuable
inclusions to convey emotional moments and requests for off-the-record
conversations. The benefits gained by gathering evidence from the personal interview
can be seen in the following example. During one of these interviews, the interviewee
lowered her voice, and the hushed tone suggested that she was going to reveal
information that needed to be explained discreetly. She spoke about the complexities
of the doctor/nurse team dynamics.

Her facial expression and hand movements

implied that she preferred a short pause in the recording of the interview.

A similar approach was used when listening to the recorded interviews held by the
Australian War Memorial. One such recorded interview between Jan Bassett33 and a
senior member of the RAANC team was interesting, not so much for its content as for
the tone, volume and texture of the veteran’s voice. Her voice implied that this
nursing sister had been an authoritative personality. The timbre of her voice certainly
sounded like a much older and more experienced member of RAANC. On the other
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hand, the interview between Lynn Hemmings34 and a much younger member of the
RAANC team indicated that this interviewee had had less experience of military
nursing whilst working in Vietnam. Also, the excited tone of her voice, when talking
about nursing in general, suggested she was more passionate about nursing than the
army.

Memory and culture

The main purpose of the personal interview was not to establish fact, but to gauge
how that individual interviewee saw her situation in a past event, and how she
remembered it. It is important, therefore, for the interviewer to know and understand
the complete physiological and psychological workings of memory.
Memory is relatively easy to define in lay terms as ‘the ability of the mind to store and
recall past sensations, thoughts and knowledge.’35 With respect to the physiological
aspect of memory, neuroscientists define memory as ‘a stored pattern of connections
between neurons in the brain. There are about a hundred billion of those neurons,
each of which can make 5,000 to 10,000 synaptic connections with other neurons.’36
Yet, as Paul Thompson has argued, psychologically it is more complex because
memory also depends on perception.37 To quote the physician’s medical explanation:
input from our senses is registered on
… various cortical areas of the brain, and is subsequently
referred to adjacent areas of the brain, called association areas.
It is here that this neurological activity is processed and
refined. Other areas of the brain, such as the sympathetic
nervous system, may be involved, if there is accompanying
emotion related to the reception of the sensory traffic, and this
whole information input, with its embellishments, is referred
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to the medial aspects of the temporal lobes, and stored there,
in its complexity, as long term memory.38
In other words, memory is not a simple act of remembering. It has ‘association areas’
that link more areas of the brain than remembering alone. An explanation of the
workings of the psychological term, ‘association areas’, is best demonstrated by an
example from one of the interviews conducted by the candidate. Barbara Sutherland
described a flight in a small plane from Saigon to Vung Tau that came under fire. The
pilot was forced to crash-land the plane in a field and called for help from a Chinook
helicopter to cover his landing. It was a frightening and dangerous incident and her
memory of the fear it caused is triggered by the sound of a helicopter.39
Memory, as Thomson argues, is also related to the concept of retrospectivity. 40 The
time span between the event being remembered and the interview, where the nurse
veteran was recollecting the details of the past event, could alter, or distort the
veracity of the event. In that time span, various influences remodelled her memory.
For example, when Jan Bell remembered working with patients in the middle of the
Tet Offensive, she described the event with strong adjectives, an indicator of stress.
However, she did not recall the noise, the stench, the imminent danger, or the chaos.
Instead she remembered writing four letters on the forehead of each of her patients as
she assessed them in triage. In effect, she remembered only those procedures, where
she felt she was in control of the chaotic conditions. Thomson argues that people
compose memories to make sense of their lives, past and present.
are also constructed to provide comfort for people’s lives.

These memories
Hence, Jan Bell

remembered the efficient way she organised triage in the area outside Vung Tau
hospital and the way those actions saved lives rather than any sense of feeling
overwhelmed by the magnitude of the nursing task in front of her. As Thompson
argued, some memories are ‘still painful and unsafe, and are experiences that do not
reflect a present (composed) identity or are traumas that have never been resolved.’41
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Bell’s image of herself at the time of interview was a mature experienced Vietnam
War nurse veteran who had managed her wartime duties with professionalism. Her
‘memories are constructed using the meanings of her culture.’42

Family members, medical practitioners, counsellors and non-wartime friends have
made the common comment that the war veteran rarely speaks about her/his wartime
experiences until decades after their service. This refusal to share experiences with
those who were not there is commonly mentioned in the literature dealing with
veterans’ reluctance to talk about war, going back to the World War I. Alistair
Thomson called this ‘strategies of containment.’43 He argued that this is the way the
war veteran handled frustration, failure, loss or pain, even an inability to communicate
what had been experienced, and this was the reason why the management of the
interview needed great care and sensitivity on the part of the researcher. This was
evident during two interviews. During the course of the interview with Mair Jones,44
she mentioned that Jenny James45 had nursed children with Napalm burns. When I
interviewed the latter, and asked about this, she would only refer to ‘nursing patients
with burns.’46 Photographic evidence of these children revealed young patients with
severe burns, which must have had an emotional impact on the carer. Yet James
would only refer to ‘nursing patients with burns. The interviewer perceived that this
was one subject that the interviewee wished to avoid, and to talk at length perhaps
would have brought back painful memories.

The cultural context of memory is also important. As Passerini has argued, various
mythologies are passed down from generation to generation.

These ‘cultural

influences’47 re-interpret the interviewees’ perceptions over a period of time, which in
turn creates a private image of self in the interviewee’s memory. In the nurses’
testimonies studied for this thesis, these recollections found an expression in attitudes
towards Anzac Day.
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Although there were two groups of nurses serving in Vietnam, contact between the
groups was rare. The RAANC nurses were following in the footsteps of a tradition
dating back to the Boer War, which was part of the Anzac tradition. The civilian aid
nurses, however, were an innovation in nursing care in a war zone. Yet, as noted
earlier, they believed that because they served in a war zone, they were also part of
that tradition and therefore had the right to march on Anzac Day. However, according
to Dot Angell,48 the RAANC nurses contested the civilian nurses’ right to march on
Anzac Day, believing that only members of the military had that right. The Welcome
Home March in 1985 resolved the issue and both groups now march on Anzac Day.
Yet, the RAANC nurse veterans march under their banner belonging to the defence
forces. The civilian aid teams march behind their banner. For both groups, marching
on Anzac Day is a part of their private image of self, yet they remain divided.

Interpreting the evidence

When the transcriber evaluates the material from the interview she may find that it has
internal inconsistencies, a lack of veracity or is unreliable in factual detail. Also she
may find that the evidence reveals suppression of information or unreliability of
recall, and the distortion of facts remembered over a period of time. This observation
was important for this thesis. As noted earlier, the focus of this research has not been
about the accuracy of the women’s memories, but on what was remembered and,
perhaps, what was forgotten. For example, several nurse veterans remembered their
Vietnam War experiences as a time of fun and social interactions because they were
in that war during their early adulthood. Because their recollections span a time
period of approximately three decades they have sifted from their memories the
uncomfortable images they confronted during the war.

Yet, as the interviews

unfolded, some of the more negative experiences emerged. They could be triggered
by apparently innocuous questions relating to the small medical details of their
nursing work, their conditions or the civilian aid nurses’ communication or lack of it
with the RAANC nurses. These details were valuable in the writing of the thesis.
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As Thompson has argued oral historians always feel ‘a strong tension between
biography and cross analysis.’49 The evidence coming from the personal interview
reveals the events as that individual saw them from her viewpoint. When this is
juxtaposed with the empirical evidence, and the two sources do not match, then there
is both strength and mystery as to where the actual reality lies. The interviewer is
well aware that the oral evidence is coloured by the interviewee’s opinion and a point
of view, not only modified by the passage of time, but also by the cultural forces
around them, in this case between the memory of war and the national mythology.
That was clearly evident in the research conducted for this thesis. Individual
interviews revealed both agreement on some issues but also a diverse range of
experiences, attitudes and beliefs. For example, Mair Jones remembered the work,
the organisation of the hospital and the structure of her days as just a little more
intense than her workdays at Royal Prince Alfred Hospital.

Jan Bell, however,

admittedly caught up in the Tet Offensive, had a very different view of her work.

Some weeks after the interview each interviewee was sent a copy of the transcript.
Mair Jones requested a second interview where she amended some details that were
incorrect. Jan Allan remarked that she did not realise that she had spoke so long and
so much about herself. Four of the five interviewees answered the supplementary
material sent in 2011, and their responses were gracious and memorable, particularly
Jenny James, who died some months later.

To provide a framework for content analysis of transcripts, and identifying themes
and patterns within different contexts, three approaches were used to interpret the
evidence gathered by the interviews. The first was to get a general sense of the
women’s experiences, which allowed the broad themes identified in terms of a
tradition in Australian Military nursing to be refined. The second was concentrating
on the issues the women felt to be important to gauge where their histories departed
from, or confirmed published material and, more importantly, to allow their voices to
be heard. The third reinforced the second by using the secondary literature to provide
a contextual framework within which to evaluate the women’s stories.
49
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Chapter 4: Military Nursing in Australia
‘One must open his total personality to care, in order to experience the fullness of life. For
caring is the most explosive force in human life—that which gives meaning to all human
relationships.’50 Matron Joan McRae

This chapter explores the working lives of nurses and the development and
characteristics of traditions developed in military nursing from the Boer War onwards.
It is structured thematically and will argue that some characteristics of the tradition
established in 1899 were continued, whilst others changed and new traditions were
developed as each generation of nurses brought something different to the traditions
they had inherited, a reflection of both generational change and the different
circumstances the women found themselves in in different wars.

It is important to note, however, that military nursing cannot be considered in
isolation. It was a product of Rae’s civilian/military interface discussed in Chapter 2.
In legal and administrative terms, nurses volunteering for services overseas had to
have general training qualifications, be registered with ATNA, and have several
years’ experience in an Australian public hospital. These women, then, were trained
within a civilian context as nurses and basic nurse training underpinned military
nursing work. They brought many of the attitudes and traditions within civilian
nursing to their work in war zones. Some of these were easily transferred from the
civilian to the military sphere. Others, however, were not, as the organisational
structure of the medical arm of the military was often at odds with the structure the
nurses had experienced before volunteering for service. The nature of military nursing
also differed in that the work was far more focused on trauma and the results of
violence than nurses would have normally encountered in the civilian sphere, which,
as Harris noted, differed from routine nursing.51
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General nursing and military nursing: an overview52

The modernisation of nursing training was introduced by Florence Nightingale in
response to what she observed when she visited the Selimyiye Barracks at Scutari in
1854 during the Crimean War. There she encountered the deplorable conditions and
treatment of British soldiers. On her return to Britain, she embarked upon practical
and political endeavours to promote better healthcare for these soldiers, and later for
the British people, through the advocacy of the prevention of disease. She promoted
cleanliness, hygienic procedures and sanitation schemes to rid hospitals of contagious
disease. She began modernising nurse training in 1860 when her system of nurse
training was introduced at St Thomas’ Hospital in London with an emphasis on
nurturing care, hygiene and discipline. She recruited conservative, young, single
women to be trained as Nightingale nurses and leaders. They subsequently travelled
overseas as emissaries to the United States and the British colonies to set up similar
schools of training.
Florence Nightingale’s emissary to the Australian colonies was Lucy Osburn. She
arrived in 1868, at the invitation of the Premier, Henry Parkes, bringing with her five
trained sisters. Osburn’s work at the Sydney Infirmary pioneered the employment and
training of single ladies as nurses, laying the foundations for modern nursing in
Australia, which set in motion a way to ensure high professional standards. Before
Osburn came to the colony of New South Wales, nursing had been in the hands of
domestic servants and the Roman Catholic religious orders.
Lucy Osburn’s work at the Sydney Infirmary set down the essential characteristics of
Australian nursing until well into the twentieth century: conservative, vocational and
disciplined. The Florence Nightingale nurses who arrived in the colonies had the
essential hallmarks of the Victorian middle class lady. They were often devout
churchgoers, were expected to have impeccable morals and could command respect in
52
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colonial society. They also established a tradition whereby nursing was publicly
viewed as a vocation, and this persisted until the 1980’s.

Their work, and the

expectations placed on them, created a nursing culture, which involved making
sacrifices for the care of the sick, and working long hours for small wages in order to
help people worse off than themselves. This system of training, based on intrinsic
Nightingale values, demanded discipline reflected in strong work principles, selfcontrol and obedience to the medical orders of doctors. The latter strongly echoed the
influence of the military. This was not surprising, because unquestioning obedience
to orders from above was directly related to army life, where many of Nightingale’s
ideas were nurtured.

This tradition worked extremely well in the hospital structure where trainee nurses
were compelled to live in hospital accommodation. The Nurses’ Home, with its rules
and regulations, was designed to ensure the instillation of morals, manners and
behaviours that Florence Nightingale regarded as the basic qualities of a good nurse.
Residential living also promoted close friendships amongst the trainees, and its
proximity to the hospital provided security for the young women involved in shift
work.

Training also promoted the ideal of teamwork. In emergencies, instant

discipline, with everyone working as a team and obeying orders without question, was
seen as the responsible way to manage the acute, and sometimes, fatal incidents
brought to the hospital.

This form of crisis management demanded (and still

demands) calm, emotionless responses.

Training instilled a sense of medical

responsibility and intuition, which would grow alongside the development of the
trainee’s hospital experience, where there was continual observation, memorisation of
medical data and attention to detail.

Military nursing in Australia began in 1899 when Miss Julie (Nellie) Gould and 24 of
her fellow sisters formed the New South Wales Army Nursing Service Reserve
(NSWAANSR), under clause 5 of the Volunteer Regulation Act 1, as part of the
medical services of the Colony. The new service copied the British Army Nursing
Service Reserve, which had been established in 1897 to provide a supplement for the
British Army Nursing Service if ever the situation demanded more nurses in a time of
war. The members of the NSWAANSR were civilian trained nursing sisters who
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came from reputable hospitals, who had more than three to four years experience,
were medically proficient, single and aged between 24 and 40 years of age. They
were required to be available for duty during wartime.53

In 1899, when Britain declared war on the Boer Republic, the newly formed military
nursing service of the Colony was called into active duty, and 14 members from New
South Wales sailed to South Africa. Even though they had to qualify in First Aid, and
attend lectures on military hospitals and military organisation54 in order to be deemed
efficient for military service, they were always first the nurse, and then members of
the military. These women might develop a military persona, yet their military
nursing service was more an extension and development of their civilian nursing
character and personality, rather than a specific occupation labelled the ‘military
nurse’. This was a legacy they passed on to the women in the nursing arms of the
military in subsequent wars.

The AANS was formed at the outbreak of World War I, and the army maintained an
equivalent of the AANS in the wars that followed (for example the AANS became the
RAANS in 1951 after the prefix ‘Royal’ was added to the title). It was not until World
War II, however, that other arms of the military established their own nursing arms
specifically created for female nurses. In July 1940, the Minister for Air approved the
establishment of a nursing service for the RAAF with conditions and wages similar to
that of the members of the AANS. The Royal Australian Naval Nursing Service
(RANNS) was established in October 1942.

Motivations

Women were motivated to enter nursing for several reasons. The basic motivation
may have been to nurture and care for the sick, but there were also others. Some
women were attracted to the professionalism that came with nursing, and the
hierarchal nature of the workplace, and saw the Nursing Certificate as an opportunity
to guarantee skilled and interesting employment in the future. Others saw in nursing a

53
54

Bassett, Guns and Brooches, p. 8.
ibid., p. 27.

86

measure of independence in a patriarchal society. Many nurses were drawn to the
intensity surrounding their roles in the teams involved in emergency departments,
medical and surgical wards and the operating theatre. It was not just an attraction to
the power of being able to ease pain or treat disease, but also a pride in taking
responsibility for curing the ill. Some nurses, such as Nellie Gould, believed that
anyone who had experienced the satisfaction of nursing work could never go back to
the dull routine of earning a living in any other sphere then open to women.55 Many of
these reasons underpinned the motivation to volunteer in times of war.
When Britain’s Boer War was declared in October 1899, 1300 Australian nurses
volunteered for war service. Officially, only 80 were chosen. Some paid their own
way to South Africa and others were subsidised by their colonial governments.56 The
reasons for volunteering reflected both the women’s vocation and their middle class
backgrounds, and the two were inter-related. War gave them the chance to care for
sick and wounded soldiers – and the opportunity to display their nursing skills. It also
offered them the opportunity to demonstrate, in a practical way, their imperial loyalty,
one of the mainstays of Australian middle class life in 1899. Dorethea Fawcett Story,
for example, wished ‘to be of service’ to those ‘brave British subjects’ serving the
Empire.57 Wilcox argued that service offered steady pay and as much independence as
women might expect in federation society.58 War also offered adventure and the
chance to see places most women had only read about.

When World War I broke out in August 1914 in Europe, Australian nurses reacted
with the same enthusiasm as the nurses in 1899. It is estimated that over 2500
Australian nurses served, 2269 in the AANS the balance enlisting with the British
medical services. The number of applications, however, exceeded those accepted.
The first group to serve were seven civilian nurses who volunteered to work on the
hospital ship Grantala, off Rabaul. The first members of the AANS sailed with the
Australian Imperial Forces (AIF) on the Euripedes, November 1914.59 Other nurses
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travelled to Britain at their own expense to join the Queen Alexander Imperial
Military Nursing Service Reserve (QAIMNSR). They included Narrelle Hobbes and
Rose Kirkcaldie who were impatient with the slow recruitment for membership of the
AANS. Married nurses answered the call to help as Red Cross ‘Bluebirds’, and other
women served as Voluntary Aid Detachments (VADs).60 There is little doubt that,
like the Boer War nurses, imperial loyalty and the need to serve Mother England
motivated them. Yet, there were other reasons as well: some nurses wanted to extend
and enhance their professional experience. Others were looking for adventure and a
way to escape the conservative society of 1914 middle class Australia. Although Kit
McNaughton, for example, explained her reasons for volunteering as a ‘higher
mission to nurse the sons of Australia’,61 she was also anxious to escape the
constraints of her relatively conservative middle class life in the Australia of 1914.
Several World War I nurses also believed that war service was a chance to share their
wartime experiences with their male counterparts. This sense of a shared experience
prompted many to defend the Australian soldiers as the latter’s reputation for poor
discipline grew. Olive Haynes, for example, referred to the men’s ‘scallywag
behaviour.’ ‘I wish some of the people there could see some of the boys’, she wrote,
‘They are such tricks.’62

Overall, though, there was one motivation that all shared: the desire to care for the
troops. The nature of this tradition of care is difficult to gauge from the Official
Histories. The only direct evidence which gives clues to the process of the nurses’
determination, their thinking and their wish to care for the troops is to be found in the
language of their letters and diaries, and the context in which they were written. It is
there that the motivation to nurse sick and wounded soldiers becomes clear, but there
is also a suggestion that there was a strong inclination on the part of the women in the
AANS to nurse Australian soldiers. In the Boer War, for example, when the Victorian
nurses arrived in Cape Town in late March 1900 they decided to stay with the
Australian men. As one nurse wrote home, ‘our Bushmen’s contingent was going
around to Beira without any nurses; we had the option of going with them, and
60
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decided that we would not desert our own men.’63 Rae found a similar sentiment in
the letters and diaries of the nurses in World War I. These women saw it as a privilege
to be allowed to nurse their own countrymen.64 The men themselves appreciated being
nursed by their own countrywomen. As Agnes Jones wrote, ‘Poor boys, they think
they have struck heaven when they get to us among their own people.’65
The repetitive use of, and reference to, their patients as ‘boys’ in various contexts of
the narrative of their writings also suggests that there were other aspects to the
relationship between the nursing sister and the responsibility of caring to her soldier
patient. In World War I the nurses were often older than their patients. Members of
the AANS had to be over 25 years of age to be accepted and many of their patients
were much younger. When Olive Haynes, for example, referred to the 19-year-old
Lieutenant Sykes as a ‘boy’ she was referring to his youth.66 The word ‘boys’,
however, when uttered in a certain tone by the sister in charge of the ward, could also
suggest power, authority and command. The ward sister had to display confidence,
strength and command in the ward under her leadership, and it was her responsibility
to ensure that the ‘boys’ followed her instructions in the care of their health, that they
respected other patients and that they behaved in an overcrowded hospital
environment. In the theatres of war generally, the nurse was not only carer and quasidiagnostician, but her medical status, despite her gender, elevated her above the male
orderlies and the patients. Her patients were dependent upon her clinical skills and
medical intellect. The use of the term ‘boys’ also reflected Australian camaraderie,
pride and spirit and, suggested a shared experience. If the Australian boys were
fighting and were being wounded, then the nurses were responsible for their return to
health. As Rae argues, if the men could endure the privations of the front, then the
nurses would endure the physical and emotional costs of nursing them.67 Twenty-one
died overseas,68 and Rae estimates that 29 nurses died from the cumulative effects of
their physical exhaustion soon after the war.69
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When, in September 1939, Australia’s Prime Minister, R. G. Menzies, announced that
Australia was at war, the Matron-in-Chief and the Principal Matrons of the AANS
were called up for full-time duty, and qualified nurses were invited to join the
AANS.70 Over 4000 applications were received71 from Australian civilian nurses, and
members of the 600 strong Army Nursing Service Reserve. As in the two previous
wars, volunteers far exceeded requirements. Similarly, in 1940 hundreds of general
trained nurses volunteered to become members of the newly founded RAAFNS. The
selection criterion was strict and the small number of 45 who were eligible undertook
several weeks of specialised training.

Many of the reasons for volunteering,

according to Bassett, reflected patriotism, a sense of duty, a spirit of adventure and,
intriguingly, social pressure.72 And there was, again, the desire to nurse their own.
World War II, however, did bring about a shift in terms of motivation to enlist. There
is no doubt that, with the outbreak of the European war in 1939, a sense of loyalty to
the Empire played a part in the decision of some nurses to volunteer. The advent of
the Pacific War, however, changed that. After the Fall of Singapore in February 1942,
and the rapid sweep of the Japanese southwards, Australia seemed to be in danger of
being invaded by the enemy. The women now volunteered to help defend Australia
rather than Empire. Patriotic and professional motivations aside, adventure was again
an attractive lure for many nurses enlisting in the AANS. Overseas battlefields were
located in exotic countries such as the Middle East, France and the South Pacific.

After World War II, the AANS was demobilised but 33 of its members transferred to
the interim army, which would act as the nucleus of a regular army formed in the
post-war period. These women sailed to Japan to care for Australian troops serving
with the BCOF. From 1945-1956, a total of 142 army nurses would serve in Japan,
mainly at the BCOF hospital at Kure. They were volunteers, and there is little doubt
that they were motivated in much the same ways as their sisters in previous wars. Yet,
they differed in that, unlike the women in the two world wars, they were drawn not
from the civilian population but from the nursing services attached to the armed
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forces. Their voluntary stint lasted for a minimum of 12 months.73 Similarly, members
of RAAFNS volunteered to serve overseas and saw duty in the Cocos Islands and in
Malaya during the Emergency. Thirty-four members served in the Korean War.74

On 25 June the Korean War began when armed forces in North Korea invaded South
Korea. Australians were included in the United Nations forces sent there to support
South Korea, and they included nurses as members of the newly designated RAANC.
As mentioned above, they worked at the BCOF hospital in Kure, a naval base and port
on the northern coast of the island of Honshu.75 The sick and wounded were flown
from Korea to Iwakuni, and then transferred by train to Kure. When the RAAF was
deployed in the Korean conflict, nursing members of RAAFNS were also involved,
filling two roles. They accompanied the medical evacuation flights from Korea to
Iwakuni, across the Sea of Japan, and they attended patients in special units, who had
arrived by helicopter from the Mobile Army Surgical Hospital units (MASH).
As Rae argues, the essence of basic nursing work in the theatres of war was to ‘keep
the soldiers clean, hydrated, fed and warm and to dress their wounds’.76 However,
many factors made good nursing difficult in and around battlefronts. They included
working conditions, the locations in which the women worked, the climate, the
prevalence of disease, the proximity of combat related danger, poor leadership, and, in
the early conflicts, the arrogance of male medical and British authorities.

Work

During the Boer War Australian nurses developed specific strategies to meet the
challenges of military nursing. These strategies became a template for use in what
Australian military nurses would confront in subsequent theatres of Australia’s
overseas wars. As Craig Wilcox argues, the Australian nurse ‘worked hard and did
not baulk at the difficult, menial and sometimes discomforting nursing procedures.’77
However, although the work may have been arduous in South Africa, it was the
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conditions that tested their coping skills. The war zones were not what the nurses had
envisaged.

They faced a lack of effective medical administration, hospital

organisation and medical deployments. The first contingent, under Nellie Gould, was
not sent to established hospitals but instead was sent to establish a field hospital for a
column to the north of Bloemfontein.78 Sister Mary Nicolay and her Western
Australian nurses arrived in Cape Town only to find that no one was there to meet
them and that the authorities had not been alerted to their arrival. They were finally
deployed to Durban to nurse typhoid patients.79 The nurses who arrived with the
Victorian Imperial Bushmen and the Yeomanry regiments were railed to Rhodesia,
where the nurses spent nearly a year looking after the sick.80 Nor were many of
Australian nurses to work together as a group. They were deployed by the British
Army nursing system, and it was the British doctors, not the matron in chief, who
allocated the nursing staff, sometimes singly, sometimes in groups of two to four
nurses. The nurses were therefore scattered around South Africa and England in small
groups, or on their own, often finding that working conditions were grim. Sister Annie
Matchett, for example, described conditions in the artillery barracks at Bloemfontein:
there was no electricity or gas, candles and coal was scarce and the typhoid ward was
over-crowded by civilian hospital standards.81

The seasonal climate of hot dry summers and cold wet winters on the expansive
grasslands of the veldt made living and working conditions difficult, and there were
too few trees to protect the armies and medical teams from the winter winds. These
climatic conditions, and the close living quarters of the armies, were conducive to the
spread of disease and the diseases of dysentery and typhoid were far more destructive
than war trauma.82
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Figure 4.1: Enteric Ward, No. 2 British Stationary Hospital, East London, Cape Colony
(Bassett, Guns and Brooches, p. 17).

Malaria was prevalent in parts of the war zone. When contracted, the illness brought
chills and fever and sometimes fatal complications and chronic relapses, even though
the Australians were persuaded to swallow quinine tablets as a prophylactic treatment.
Dysentery came with the flies and polluted water. The disease induced fever and
diarrhoea, but careful nursing care could save many patients. Typhoid and yellow
jaundice were a major problem at Bloemfontein where Sister Jane Lempriere noted
that in less than a week, she had ‘lost five poor fellows’.83 She also wrote about the
patients who were driven to some kind of madness by their fever and killed
themselves. Pneumonia was also a problem and it took the life of the only nurse to
die in South Africa, Sister Frances Emma Hines. She succumbed to the disease on 7
August 1900 at Bulawayo. Smallpox, however, was not a problem, as most
Australians had been vaccinated whilst on the voyage to South Africa.84

In World War I the Australian nursing sisters, travelled by sea to their destinations in
Britain, Europe and the Middle East, but during the sea voyage there were nursing
duties to attend to. Some, which, Olive Haynes mentions in her diaries, included
‘lectures to the untrained orderlies and prophylactic inoculations for patients against
typhoid.’85

Like the Boer War nurses, they faced poor conditions, inhospitable

climates and the threat of infectious diseases when working close to the front lines.
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The women served in Egypt, on Lemnos and the Western Front, in Marseille in
France and in Italy, England, Salonika and India. They assisted at triage, worked in
the CCS at the front line, on convoy ships and troop trains, in the AGHs in Egypt or
the Australian Auxiliary Hospitals (AAH)s and convalescent hospitals. The working
conditions tested their skills, stamina and the ability to improvise when necessary.
Nurses posted to CCS found conditions particularly difficult and different to what
they had previously experienced. The CCS’s were a makeshift system of tents, located
near the frontline, where duckboards had to be placed between tents to avoid the mud.
The concept of the CCS was not unlike the Emergency Department of large hospitals
where emergency treatment was given prior to transfer to the AGH. Yet there were
differences. Serious surgery was often performed in a bid to save a life, which would
otherwise be lost.

Figure 4.2: An operating theatre of the First Australian Casualty Clearing Station. Surgeon
and nurse made do with what they had. (Note the bucket for waste underneath the operating
bed and the heater to its side, Rees, The Other Anzacs, pp. 270 -2).

Sister Ada Smith, for example, described her working conditions near the Battle of
Messines Ridge in 1917 as being markedly different to her experience in the hospitals
at home and even the hospitals in Egypt: the climate was different as was the types of
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wounds treated, the diseases, the scale of the casualties and the proximity to the front
line.86

As in all wars, the threat of disease was ever present, especially in Salonika, the
Middle East and India where the women nursed patients stricken with smallpox.
There was also the threat of cholera and bubonic plague. Malaria was the major threat
to the nurses’ health, especially at No. 42 Uchanta in Macedonia,87 a hospital run by
the British Salonika Army.88 The problem became so acute that Neville Howse,
Director of the Medical Services (DMS) of the AIF, recommended to the British
authorities that Australian nurses suffering from recurrent malaria be shipped out
because of their ill health.89 But for some it was too late. Sister Munro, aged 36, died
in Salonika, in early October 1918 from the combined effects of pneumonia and
malaria,’90 and Narrelle Hobbes died at sea only four days out from Fremantle on 10
May 1918. She was buried at sea.91

During World War II, the nurses again served in the various theatres of war: the
Middle East, Britain, Sri Lanka and India, Malaya and Singapore, New Guinea and
the islands. The nature of this war, however, differed. It was far more mobile than the
stalemate the nurses had known during World War I on the Western Front and the
front was far closer to home. The nurses were now under Australian, rather than
British, command. Yet, the women worked in units close to the front line, like the
CCS, on troop ships and in hospitals as the nurses had in the previous war.

As in the previous war, nursing work for the members of AANS at the start of World
War II commenced during their sea voyage to the Middle East and England. They
vaccinated the soldiers and attended to the latter’s everyday illnesses, and colds and
measles. When they arrived in the northern hemisphere the climatic conditions and
geographical locations of the war zones were as challenging as those experienced
during World War I. In Kantara in Cyprus, for example, they nursed 400 patients in
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tents: no water was connected to the tents, primus stoves were used to heat water and
sterilize the instruments, and the surgical tools available were inadequate.92 Near Gaza
Ridge in Egypt, the camp sank into the sand and flooded, bringing with it sewerage
and hygiene problems.93 The nurses found the winters in Syria, Palestine and Britain
bitterly cold.

The nurses, who served in the theatres of the Pacific War experienced different
conditions and problems to those nurses in the northern hemisphere. Nursing work
was complicated by the hot humid tropical climate of the South Pacific Islands, New
Guinea, Butterworth in Malaya, and Darwin. And whilst nurses in the northern
hemisphere found the sand and cold winters difficult, those in the Pacific theatre faced
heavy rains that turned the earth floors of CCS and tent hospitals into mud. Nor was
there any refrigeration. Members of the RAAFNS faced the new challenge of flying at
various altitudes in all weather conditions.94 And in northern Australia, the dry season
brought with it red dust.

Figure 4.3: Nurses fighting the elements at 2/5th AGH, Morotai Island, 1945 (Bassett, Guns
and Brooches, p. 170).
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For the first time in military nursing history, the matrons in chief introduced suitable
uniforms for the work in tropical climates and nursing in flight. Annie Sage, the
army’s matron in chief, introduced the use of ceasarine (cotton) for uniforms to be
worn in tropical and semi tropical regions95 and in New Guinea the nurses wore long
pants with gaiters to protect them from rodents as well as scrub typhus which was
hosted by undergrowth and grasses.96

Both theatres of war, however, shared two problems: accommodation that was often
rudimentary in nature and, as noted earlier, a higher degree of mobility than that
experienced by the women of the previous war that had been marked by stalemate
until its last year. Climate, poor living conditions, long hours, numbers of traumatised
patients and proximity to the frontline of battle, for some created conditions, that
challenged the health of all participants.

In Southeast Asia and the Indian sub-

continent, the combatants and nurses faced the possibility of contracting tropical
diseases such as typhus, malaria, scrub typhus, blackwater fever, dengue, sand fly
fever, sprue, dysentery and in Gaza, in the Middle East, typhoid was always a threat. 97
The threat was even greater for the nurses who were interned or captured by the
Japanese. Sister Raymont died from malaria and three other AANS members, who
were in Muntok Prisoner of War (POW) camp, died from beri beri, during their
incarceration.98

During the Korean War, the members of RAANC were involved in three locations.
Each location presented different problems to the effectiveness of good nursing care.
These challenges ranged from the vagaries of climate, hospital conditions, heavy
workloads and long hours, to disease and danger in surrounding areas. At Kure, the
location of the BCOF hospital, Australian army nurses worked alongside British and
Canadian sisters. A rush of casualties meant longer hours and restrictions on
recreation leave, which affected the nurses’ health.99 Several RAANC nurses worked
alone on the train, which transported the wounded patients from Iwakuni to Kure.
Their responsibilities included performing necessary treatments, handing out
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medication and informing the base hospital of the patients’ condition, which would
indicate the need for either an ambulance or a bus.

The Australian nurses also experienced a new approach to medical services
introduced during the Korean War, the innovative medical units named MASH. The
concept was not that different from the CCS’s, but the use of the helicopter to
transport the wounded from the battlefield to the mobile unit reduced the
transportation time for patients, and often saved their lives. A wireless signal was
sent to the helicopter pool a few miles in the rear and within half an hour, the patient
was on the operating theatre in the nearest American MASH. There is little evidence
to indicate that any Australian nurses, who served in Korea, worked in the American
units, but they did deal with some patients initially treated at the mobile surgical units.

Several members of RAANC worked in the dressing stations, and with British
Commonwealth Z Medical Unit (BCZMU),100 one of which was established at
Kimpo, an outer suburb of Seoul.

The Canadians managed the unit, but all

Commonwealth nurses were on call 24 hours per day. They lived at the location of the
makeshift hospital, a former school. The building itself was not sound, but it was
functional. There was no running water and no sheets for the beds. The bitter winters
made conditions worse.101

The nurses cared for patients with shell and mortar

wounds, as well as typhus and other water borne diseases, and men with
psychological problems.102

Members of the RAAFNS also experienced difficult working conditions in Korea at
the dressing stations near Seoul Airport and in-flight.103 The huts allocated to them
were, at best, rudimentary, but there were more intimidating aspects to their work.
The nurses were responsible for receiving patients discharged from MASH units and
for then accompanying them in-flight to Iwakuni in Japan. If there was no medical
officer to examine the patients, then it was the responsibility of the nurse to conduct a
duty round and make decisions. Most patients needed their wounds to be debrided.
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Others were suffering from shock and the psychological effects of battle.104
Sometimes the nurse alone had to make the decision concerning the patient’s capacity
to sustain the flight from Korea to Iwakuni. If they were not fit enough for the flight,
in an un-pressurised aircraft, then the patients were returned to the MASH. Some
patients, however, who were unfit for flying, were transported because the nature of
their injuries demanded specialist care. This increased the responsibilities of the
nursing sister who, alone, looked after the critically ill patients in-flight. It was a
distance 250 kilometres, a flight time of over two to three hours, in an unlined C47
Dakota,105 and it flew at 8000 feet. At this altitude the external air temperature was
minus 20 degrees Celsius, and it was sub-zero in the cabin.106

Basic nursing work in war has always been difficult, and although the specifics may
have differed from conflict to conflict, the nurses often faced broadly similar
problems. Yet, the historians who have examined the history of military nursing make
it clear that from the Boer War onwards, the nurses who served accepted, and adapted
to, the difficult conditions that they faced. Sister Martha Bidmead, who served during
the Boer War, wrote that no one ‘should expect all the luxuries of the habitable globe
on active service.’107 Many of those who followed her in subsequent wars seemed to
have agreed.

Combat related danger

Loss of life and imminent danger were always present during war for the nurses,
especially if they were located close to the battlefield. Although the Boer War nurses
may have faced danger when travelling by coach or rail over vast distances, they were
not permitted to be too close to the frontline as it was considered dangerous for the
sisters.108 For the nurses serving in subsequent wars, however, the situation was very
different.
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The first potential danger the nurses faced was travel by sea and the threat of enemy
torpedoes. Alice Kitchen reflected that when she wrote, ‘we are in God’s hands. At
night all portholes are covered when the light is on and as few as possible are used.’109
Kitchen, like all the nurses from World War I, did not come under attack at sea
(although ten members of the New Zealand Army Nursing Service died when the
troop-ship Marquette was torpedoed in the Aegean Sea on 20 October 1915).110 The
nurses on the hospital ship, the SS Centaur, however, were not so fortunate. In May
1943 the Centaur was torpedoed 24 miles from Point Lookout on the Queensland
coast. It sank within minutes. Of the 322 personnel on board the ship, 64 survived
including Sister Ellen Savage.111

The nurses at Lemnos, during the Gallipoli campaign, were spared the dangers of
being close to the front, but not those in France and Belgium. The nurses serving in
the CCS faced the risk of being bombed in air raids or shelled by enemy guns because
they were a matter of kilometres from the front line.

Figure 4.4: German bombing of a Red Cross hospital at Etaples. The raid killed several
patients and Canadian nurses. (Rees, The Other Anzacs, pp. 270-2).

Shrapnel from the enemy artillery often hit the roofs of tented hospital wards. The
nurses would don their tin helmets as they worked, and were capable of extraordinary
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bravery. Sister Rachel Kelly, for example, was nursing a group of men suffering from
shell shock when her ward came under enemy fire. She refused to evacuate when
ordered to do so and remained with her patients, an act that earned her the Military
Medal.112 Gas also posed a danger for the nurses, not so much because shifting winds
might carry the gas to the CCS posts, but because of the residual gas from their
patients. Nurses could only work in the wards for gassed men for short periods of time
before they became affected.113

The nurses during World War II also faced combat related dangers, particularly from
aerial attack. This was especially marked during the Greece and Crete campaigns
where German dominance in the air gave the latter a considerable advantage. The
nurses were exposed to aerial attack at Piraeus and in the convoys running from
Kephissia to Navplion in the Peloponnese during the evacuation from Greece to Crete.

Figure 4.5: Nurses from 2/5th AGH on Crete (Bassett, Guns and Brooches, p. 125).
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Crete itself was in chaos. The fact that few were killed or wounded, as Bassett argued,
was due to more to good fortune than good management.114 Nor were the nurses
necessarily safe from aerial attack in the civilian sphere. In 1940, for example, 78
nurses were in Glasgow, waiting to be embarked to the Middle East, when the city
came under attack from German bombers. Nurses also came under aerial attack on the
Pacific theatre. In 1942, in Darwin Harbour, the HS Manunda was berthed close to the
troops ships when it was bombed. One member of AANS was killed, and a second
army nurse was wounded.115 And nurses in Rabaul and Singapore also came under
aerial attack from the Japanese.

The members of the RAAFNS also came under aerial attack. During the Japanese air
raids over Darwin in February 1942, four wards at the AGH Berrimah were machinegunned. The nurses showed great courage by evacuating their patients, and protecting
some patients from enemy fire.116

Nurses who served as medical escorts with

MAETU flew across the South Pacific theatre of war and into forward areas, facing
the risk of being shot down by enemy fire.117 Two nursing sisters were killed on
active duty close to the end of the war.

In the Korean War, many Australian nurses were at risk in the reception units in
Seoul, which were periodically bombarded.118 Similarly, members of RAAFNS and
their patients were at risk, flying from war-torn Korea to Japan, through air space that
could well meet enemy aircraft, and they also faced the in-flight complications of air
turbulence, storms, and lack of pressure in the cabin, which brought discomfort and
played havoc with the administration of patients’ intravenous fluids.

There was, however, one combat-related danger unique to the nurses of World War II
– captivity. In February 1942 members of AANS were captured by the Japanese and
interned in camps in Southeast Asia and Japan. They included the nurses at Rabaul
(who were not included in the initial evacuation of the military from the base and who
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ended up in camps at Yokohama and Totsuka in Japan)119 and the nurses evacuated
from Singapore. At the time of the fall of Singapore in February 1942, members of the
AANS were ordered to evacuate the city, on the SS Wah Sui, the SS Empire Star and
the SS Vyner Brooke. The SS Wah Sui reached Batavia safely. The SS Empire Star,
after three hits, reached Australia.120 The civilians and the 65 Australian nurses on the
SS Vyner Brooke were not so lucky. The ship came under Japanese aerial attack and
sank. Many nurses and civilians drowned, but the survivors who ended up on the
beach at Banka Island included 22 members of the AANS. It was there that Vivian
Bullwinkel witnessed the shooting of 21 of her fellow nurses. She and her fellow
sisters were marched into the sea and machine-gunned from behind. Bullwinkel
survived and went into captivity along with 32 fellow members of AANS. They were
held in camps at Muntok, Irenelaan, Banka Island, Muntok again and later Palembang
in Sumatra. Conditions in the camps were brutal and sometimes fatal.121 These
women left a new legacy for nurses in war: the will to survive and help other POWs to
survive, or to die with dignity.

Changing cultural contexts

In both the Boer War and World War I Australian nurses came under the control of
the British medical system. In both wars, this produced misunderstandings and
tensions.

Several Australian nurses in the Boer War found the British surgeons adopted an
arrogant and dismissive attitude towards them. Jenny Lempriere, for example,
objected to being a ‘handmaiden to the surgeons’.122 Nellie Gould had a similar
encounter with the Principal Medical Officer a No 6 British General Hospital (BGH)
who believed the Australian nurses could not work with the sister of the Royal Army
Medical Corps (which would be renamed as Queen Alexandra Imperial Military
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Nursing Service (QAIMNS) in 1902).123 Some of the British surgeons dismissed the
Australian nurses as untrained and immoral. The outcome of these tensions meant that
the Australians were often placed in difficult locations undertaking the most
unsavoury nursing work.124 Work itself was an issue. The British nurses did very little
in the way of heavy nursing work, other than ‘to take a temperature, give a stimulant
and sometimes wash a patient’s hands and face,’125 whilst the Australian nurse was
accustomed to, and expected to do heavy work.

The differences between Australian and British nursing sisters lay in their original
training programs. The members of the Royal Army Medical Corps/QAIMNS had
trained as military nurses at the prestigious Royal Victoria Military Hospital at Netley.
The ‘Netley sisters’126 were part of a hierarchal institution, were commissioned, and
saw military nursing as a career.127 The Australian nurses, however, were general
trained nurses who had volunteered to go to war. They were often regarded as
‘civilian’, although, as Wilcox noted, these women had a high estimation of their
abilities.128

The World War I nurses encountered similar problems. When set beside the
commissioned women in QAIMNS, the medical arm of the British military still
tended to see the Australian nurses as being poorly trained for military nursing. They
saw them as a reserve to be utilised in a time of war before returning to the civilian
sphere. Disagreements between the two groups of nurses in France led to the two
groups being segregated to work in different hospitals. The Australian nurses were
also more likely to be posted to the outposts of India and Salonika, they were paid less
than their British counterparts and not allowed three weeks leave. Again, differences
in approaches to work were evident as were differences in their clinical skills.
Depending on their commission, the QAIMNS nurses tended to supervise patient care.
The Australian nurses believed that patient care was paramount and second to strict
adherence to the rules and procedures set down in military manuals. As Grace Wilson
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observed, ‘Nurse training in Australia placed more stress on patient care, and regarded
military punctiliousness as ‘nonsense.’129

A symbolic focus of the tensions between the Australians and their British
counterparts was the uniform. To accommodate the increased demand for nurses,
QAIMNS set up a Reserve service during the war (which, as noted earlier, Australian
nurses like Narrelle Hobbes joined). The members of the regular QAIMNS wore a
grey dress with the red cape. The nurses who were members of the QAIMNSR wore
capes of a different colour, because they were regarded as civilians. Whether the act
was meant to be provocative, or was meant as a display of imperial loyalty, the AANS
adopted the grey dress and the red cape of the elite rather than the cape colour worn
by the Reserves. This offended British army regulars who regarded the AANS as
reserves. Although Narrelle Hobbes frequently commented in her letters about
Anglo/Australian tensions, and believed that the English and Australians would never
understand each other,130 other British and Australian nurses, as Rae remarked, treated
the situation ‘with good humour.’131 After all, 130 Australian women had enlisted in
QAIMNS.132 Yet, leaders of the Australian military nurses during World War I did
note that the British authorities had accurately identified them as a reserve force.

World War I was the last time that the AANS, as an entity, would come under the
direct control of the British Army although tensions based on different attitudes and
expectations placed on nursing would continue to surface in later wars. During the
Battle of Britain, for example, members of the AANS stationed in England felt that
their skills were, apparently, not wanted.133 The nurses evacuated from Singapore on
the SS Wah Sui came into conflict with British medical staff over medical supplies
and drugs for the wounded evacuated on the same ship. They were left at Batavia,
reaching Australia on the SS Orcades.134 On their return to Australia one of the nurses
spoke out publicly about their experiences but was soon silenced, as it was considered
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detrimental to the war effort and Australia’s relations with Britain.135 In the Korean
War, nursing services from different countries were sometimes amalgamated which
caused ‘quite a lot of heartache’,136 based on differing concepts of army nursing. As
Bassett argued, the British nurses had a much longer regular army tradition and a
stricter attitude, while the Australians were ‘perceived by the British to be too
informal and friendly.’137 Members of the RAAFNS, when setting up a unit at Kimpo
in 1952, found the Canadian Brigadier and Matron of the BCZ medical unit somewhat
aloof.138 Yet, there was one national group the Australians nurses got on well with
from the start: the Americans. Relations between the nurses in the RAAFNS and the
United States Flight Corps, for example, were ‘cordial’ during World War II, a
friendship renewed during the Korean War.139

Sisterhood, group dynamics, leadership

Teamwork was an important element in the general nurse training of the women who
volunteered for military nursing. With that can come friendships and the notion of a
sisterhood, which, in wartime, receives a special emphasis. As noted earlier in this
chapter, the nurses in the Boer War were often scattered across South Africa. Many
worked alone, or in small groups. Their letters and diaries are often poignant
reminders of their difficulties: they are less fulsome, however, when it comes to a
sense of sisterhood with other nurses.140 The sources left by those who followed in
subsequent wars are not. The nurses’ diaries and letters from World War I are filled
with affectionate references to their comrades and their activities, providing an
intimate insight into the way these women created a supportive network during their
wartime service. They became, in Narrelle Hobbes’s words, ‘family’.141 The letters
and diaries from World War II follow a similar pattern but none more so than the
women who went into captivity in 1942. As Bassett has noted, the nurses leaving

135

Transcript of an interview with Jan Bassett and Thelma McEachern (nee Bell) and Ann Bailey on 6
August, 1988 in Bassett, Guns and Brooches, p. 138.
136
Bassett, Guns and Brooches, p. 178.
137
ibid., p. 179.
138
Halstead, Story of RAAF Nursing Service, p. 288.
139
Dahl, ‘Air Evacuation in War’, p. 44, Halstead, The Story of RAAF Nursing Service, p. 292.
140
Julia Anderson notes in Bassett, Guns and Brooches, p. 21, Major William Dobbin, Commander
Victoria’s Citizen Bushmen in Wilcox, Australia’s Boer War, p. 229.
141
See, for example, Oppenheimer, Oceans of Love, pp. 87, 163.

106

Singapore were reluctant to leave patients behind. In captivity, they worked together
to maintain their morale, which included the use of nicknames and familiar names.
Matron Drummond, for example, became simply ‘Drummond’. When Sister Raymont
died in 1945, she was referred to as ‘Ray’. The women constantly referred to
themselves as ‘girls’, suggesting a common sense of identity and purpose. They also
looked after families interned in the same camps as those in which they were held,
especially the children. These nurses bonded together because of a common goal.142
The male POWs may have had mateship to sustain them: these women had a
sisterhood.

One of the innovations in the Nightingale system of nursing was the altered role of the
matron who, as the most highly skilled nurse in the hospital, provided leadership and
an example to other nurses. This tradition of strong leadership has been a part of
Australian nursing since the days of Lucy Osburn and was evident amongst the nurses
who volunteered for war. Nellie Gould, for example, not only laid the foundation of
the first military nursing service, months before the Boer War, but also demonstrated
leadership whilst serving in South Africa. It was not just giving orders and directions,
but taking responsibility for the work at hand, improvising when supplies and drugs
were scarce and intelligently applying the best clinical means to care for patients. She
did not baulk at the tough nursing work at Sterkstroom, where there were too few
nurses and supplies. Martha Bidmead’s hard work, organisational ability and sense of
responsibility led to her appointment as a matron in a British hospital.143 Mary Ann
Nicolay was the leader of the Western Australian nurses. Her strong and feisty
personality ensured that the Australian nurses always upheld the standards of their
nursing profession.’144 As noted earlier, the nurses were allocated in small groups
across the South African countryside.

The negative experiences of the nurses led

them to realise just how important strong nursing leadership and an organised medical
environment were in a time of war.
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During World War I, the Australian nurses came once more under British control and,
as leaders, the AANS matrons faced several problems when moving from the civilian
sphere to the military sphere. The management of AGHs in Egypt was one example.

The AGHs were makeshift hospitals where the casualties from the CCS were
admitted, serious surgery was performed and acutely ill patients recuperated before
being sent to AAHs for convalescence. The patients were vacated as soon as possible,
yet many times the wards were overcrowded. Several buildings in Egypt had been
requisitioned to serve as AGHs (including Mena House, Heliopolis Palace Hotel and
the Citadel), but they were unsuitable for the adequate care of large numbers of
severely traumatised patients. Nor could the medical infrastructure accommodate the
number of patients coming off the ships. No one, it seems, had envisaged either the
volume or the severe nature of the wounds of patients coming from the war zones in
the Eastern Mediterranean Theatre, particularly from Gallipoli. Conditions were
difficult enough, but were exacerbated for the matrons by administrative problems.145

There was a lack of communication between the nursing leaders and the British
medical administration, and lines of leadership and responsibilities were hazy.146
Conflict arose between the DMS for the AIF, William Ramsay Smith, who took
control of the allocation of nursing staff, and the Australian nursing leader, Jane Bell,
who believed that she was responsible for her nurses and their administration, much
as a matron was in civilian life. Smith was following British medical military
procedures, but this made it very difficult for Jane Bell’s considerable experience and
expertise to be put to use to create an effective nursing administration. Nor were the
leaders of the nurses consulted by the British authorities or Ramsay Smith on matters
relating to the management of the wounded or ward staffing. The chain of command
within the AANS was disrupted as members of the AANS were deployed as the
British authorities saw fit, often with limited resources in terms of staff and
supplies.147 The administrative chain of command was so poor that often nurses
would not know a patient’s condition until they were at the bedside. In short, there
was no triage or pre-assessment of casualties. The nurses treated the men much as
145
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they had treated civilians in the large general hospitals from which they came. They
pursued good basic nursing care despite the conditions and lack of equipment. Based
on their training, many improvised and took the initiative in caring for the patient.148
As Butler argued, the conflict between Bell and Smith did not affect the quality of the
service rendered by the nurses.149

Leadership problems were further complicated by the fact that regulations governing
the responsibilities of the Australian and British matrons could differ. Unlike their
British counterparts, for example, Australian matrons had no authority over the
orderlies. They could not direct them to acute medical spots in the hospital where they
were most needed. The orderlies themselves seemed to have little respect for the
Australian nurses, their training and their experience. These issues were party
resolved in 1916 when Neville House took over as DMS of the AIF, and when, in
April 1916, the AANS received the rank of honorary officers and badges to indicate
their rank as officers, giving them a recognisable place within the medical military
hierarchy (although they did not receive the same pay as their male counterparts). 150
The creation of honorary rank, however, did have one unexpected consequence:
seniority was based on date of enlistment, which meant that some of the nurses found
themselves junior to women who would have been their juniors in the civilian sphere.
And there were times when the nurses’ training, cultural ignorance and the racism
endemic in a White Australia, did not prepare them for their nursing duties. The 34 th
Welsh General Hospital in Deolali in India was an example. Muslim patients
(apparently) alleged that five of the nurses were behaving in an immoral manner,
which included having sex with lower caste Indians. The trouble may have had its
origins in cultural ignorance on the part of the Australian nurses. Unaware of the
conventions governing physical contact between men and women in Muslim society,
they inadvertently crossed these boundaries when undertaking basic nursing care,
which, for the nurses, often meant physical contact with the patient. When questioned
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by Matron Alma Bennett, the accused denied the allegations and were defended by
her. An inquiry followed which exonerated the nurses, although the inquiry did show
how little the nurses knew about the cultural background of the men they were
nursing.151

During World War 1, Australian nurses became known for their preference to put
patient care first and for an unwillingness to blindly follow orders. Matrons often
defended their nurses in the face of criticism from the medical, military or nursing
administrators, who were divorced from the stress and physical strain that often
accompanied their daily duties. Bell may have been recalled in October 1915, but she
had established that Australian nurse leaders were more independent-minded than
their sisters in QAIMNS.152

In World War II, the professional leadership of the AANS, and, later, the RAAFNS,
had greater administrative power and respect within the forces than their predecessors
– and, like their predecessors, they were not only experienced and capable, but also
hard working. Joan McRae153, who had joined the RAAFNS in 1941, summed up the
essential qualities of effective leadership when she referred to the responsibilities
inherent in the role.

‘Responsibility is an essential part of leadership and vice

versa’,154 she said, and defined this responsibility as ‘hard work [that] demands
sacrifice and discipline from the beginning.’155 She added, leadership was not ‘the
ability to command, or ability to dominate, but the ability of influencing people to cooperate towards some goal.’156 Annie Sage certainly matched that picture. A
hardworking leader, she became matron in chief of the Australian Military Forces in
1943. She implemented policies that saw many practical changes to nursing in the
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AANS, including the change in the material used for uniforms in the tropics
mentioned earlier. The ranks accorded the women in military terms now reflected the
hierarchical structure of the civilian hospitals: staff nurse, sister, senior sister, matron,
principal matron and matron in chief. And they were now under Australian command.
The tensions that had been a problem during the previous wars in terms of
responsibility were now eased, even if the nurses and army medical orderlies did
sometimes disagree. Jessie Bowe succeeded Annie Sage as the army’s matron in chief
in 1952 and it was clear that during the Korean War, the legacy of leadership by the
women who were in charge of the nurses from 1899 had continued, as had the
influence of civilian nurse training on military nursing. For Bowe, nursing was ‘that
inherent quality in the individual who, in spite of reform and change, is devoted to the
appreciation and understanding of human beings in need.’157 Bowe might well have
been a member of the military, but her statement demonstrated how powerful the
influence of civilian nursing had been in shaping approaches to military nursing.

Leisure

As noted earlier in this chapter, one of the reasons that motivated nurses to volunteer
for war service lay in the chance to see places the women had only read about. Like
their male counterparts,158 the nurses serving overseas also became tourists when they
had leave. They were young, single, high-spirited, and saw themselves as free from
the constraints of the society in which they lived. The women who volunteered for the
Boer War, for example, looked forward to sight-seeing in a rickshaw driven by an
indigenous African, or picnicking on the veldt, clambering up kopjes and collecting
the seeds of trees: and they did. The women writing home during World War I also
reflected that sense of freedom and ‘seeing the sights’. Whilst in Egypt, Olive Haynes,
for example, wrote about ‘coffee and tea at Groppi’s’, a social life with the soldiers
and fellow nurses, trips on the Nile, surfing in the Mediterranean and sailing off
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Lemnos.159 Like many of her colleagues, she gravitated to her fellow nurses and the
Australian soldiers in a closer and different way than she may have done at home.

Figure 4.6: Picnic at Spinney Wood, Ismailia. Australian officers and nurses enjoy time away
from the wards and the battlefields (Reese, The Other Anzacs, pp. 78-79).

Narrelle Hobbes wrote 70 odd160 letters home to her family and many read like tourist
stories. Malta, for example, was ‘a most weird interesting place, that was so very
ancient because some of the buildings date back to the 1500s, including the hospital at
Valetta, which dates back to the Knights of St. John’.161 She described her journey to
Palermo as being ‘through the most glorious scenery possible, skirting all the time
along the coast, up past Catania and Messina’162

The nurses in the wars that followed certainly continued the practise of taking time
when they had leave to see the local sights or to relax. The nurses who accompanied
the Second AIF visited Nazareth, the Dead Sea, Lake Galilee and stayed in
Jerusalem.163 In the early months in Malaya in 1941 before the Japanese forces
arrived, Dorothy Elmes, remembered the pleasant surroundings of the plantation
homes in the Highlands along with the gardens of the hospital in Malacca, were she
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could stay at the swimming pool until eight and have coffee and biscuits on the
beach.164

Conclusion

By the time of the Vietnam War, there was evidence of both continuities and changes
in what motivated women to become military nurses. Continuity was evident in the
fact that these women all volunteered. Until the end of World War II, civilian nurses
volunteered, yet voluntarism remained a key element after 1945 within the nursing
arms of the military forces. By the 1960s, however, imperial loyalty had ceased to be
a major reason for women volunteering; it had been replaced with a sense of
Australian nationalism. The lure of the exotic and adventure remained a consistent
thread in the women’s motivations. There was one motivation, however, that
remained consistent across all conflicts: caring for the sick and wounded continued. It
was as intense in the early days of the Boer War as it was in the Korean War.

By the mid-1950s, Australian nurses had served across the globe, often working in
poor and inhospitable conditions. This brought with it flexibility and adaptability in
the approaches they took to their work. They also faced combat-related dangers that
ranged from artillery bombardments to aerial attacks. The tensions between Australian
nurses and the medical arm of the British Army evident during the Boer War and
World War I had eased by World War II as greater responsibility was devolved to the
matrons in chief when it came to nursing casualties. Teamwork, an important part of
civilian nursing, was more vital in the theatres of war, but nowhere was the
importance of this bonding more evident than in the women who became prisoners of
the Japanese in World War II. The nursing service also produced strong leaders who
not only defended the nurses under their charge but were also more than happy to take
on the authorities when they felt military procedures and protocol interfered with
good nursing practice. Jane Bell may have been more combative and tactless than
others, but her legacy was simple: it was not a sign of weakness, as Rae argued, ‘to
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refute and challenge administrative injustices.’165

And, like the men they

accompanied, they made good use of their leisure time in foreign places.
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Chapter 5: The Nurses in Vietnam

SEATO committed Australia to provide cultural, humanitarian and defence aid (to
counter external aggression) to South Vietnam if that republic requested such support,
which it duly did. As discussed in Chapter 1, in 1962, under the relevant clauses of the
treaty, the Australian government sent 30 military advisors from the Australian Army
and arranged for Dr John Game to review the extent of medical aid that Australia
might provide for the civilian population. That led to the deployment of three groups
of nurses: the civilian aid nurses from 1964, members of the RAAFNS from 1965 and
members of the RAANC from 1967.

For all three groups, the number of volunteers exceeded the limited positions available
for overseas’ service. In fact the nursing environment of the 1960s was similar to the
pre-war scenario of previous conflicts. Training not only instilled in young trainees
an essential motive to care for the sick, but their teachers, who had done wartime
service, often influenced the young trainees with their war stories. Vietnam offered
these women the chance to follow their predecessors by seeking experience in their
own war.

Vietnam, however, was a different war in three fundamental ways. The military
nurses were no longer drawn from the civilian population. Instead they were drawn
from volunteers within the defence forces. The SEATO medical aid teams, however,
did rely on volunteers from the civilian nursing population. The second difference lay
in the focus of care.

For the nurses from the defence forces, the Australian

serviceman remained the focus of their nursing care. For the nurses in the SEATO
medical teams, it was the people of South Vietnam. The third difference lay in the
nature of the war itself. As it was a guerrilla war, the front lines, familiar from the
two world wars and Korea, did not exist.

The military nurses worked in the

compound at Vung Tau, the civilian aid nurses worked in the midst of a war zone.
Yet, as will be demonstrated in this and the following chapters, and despite the fact
that the civilian aid nurses did not have service training and experience, the women
often shared similar experiences.
115

Motivations

Members of the RAANC and RAAFNS were the direct legatees of the traditions
inherited from previous wars that motivated women to serve their country and care for
its soldiers. Some nurses, considered to be too inexperienced for the civilian aid
teams, joined the Army to increase their chances of going to the Vietnam War. Others
were motivated by the professional status of the army nurse, a family tradition of
serving in Australia’s defence forces and patriotism.1 A few nurses viewed service in
a war zone as a challenge to their clinical skills and knowledge,2 and were anxious to
pursue post-training experiences in order to enhance their professional knowledge,
status and opportunities. Many stated that they were also looking for an exciting
adventure, or oriental holiday.3

However, unlike the nurses of previous wars, the pathway from desire to deployment
was circuitous. General trained civilian nurses could not join the army expecting to
be immediately selected for an overseas service commitment. It was relatively easy
for general trained nurses, aged between the ages of 21-35, to join the RAANC, but
once enlisted they had to prove to the authorities that they were capable of handling
an overseas posting. As noted earlier, the number of positions was limited. In all, the
Defence budget only allowed for 43 army nurses to serve approximately 5000 troops
between 1967 and 1972, which meant a skeletal nursing staff. The nurses who were
eligible for war duties faced a stiff selection criteria and a final selection panel. They
were required to have at least 12 months service in the Army, have graduated from the
School of Army Health, where they were assessed on army discipline, rules and
regulations pertaining to conduct in a war zone, and an ability to work cohesively and
flexibly within a tight knit group. Several of the Vietnam army nurses had intensive
care unit (ICU) and operating theatre (OT) experience, before and after, they joined
the army. Jean O’Neil, an army nursing leader and member of the selection panel,
stated that she personally knew every army nurse who volunteered to go to Vietnam,
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and their employment record. She indicated that this personal knowledge was a
critical element in the selection process.4

The participation of members of RAAFNS, as flight nurses on the medevac run to
Vietnam commenced in 1965 after a reception ward was organised at Butterworth,
Malaya, by Harriet Fenwick. Fenwick had worked at Butterworth during the Malayan
Emergency and, for some time, she was the only nurse for the medevac run.5 She had
earned this position via a long pathway from a general trained nursing sister to
becoming a member of RAAFNS, and then further study and selection to become the
flight nurse on aeromedical evacuations. As the war progressed, it became obvious
that medevac flights were an effective way to care for seriously traumatised patients.
Two further nurses were trained, briefed and commissioned. Demand for the service
grew after the commitment of Australian ground troops to the war and the RAAF
called for more specialised members of the RAAFNS to escort the wounded from
Vietnam to Butterworth. As with the Army nurses, the number of positions was
limited and, although many volunteered, few were selected to train for the position.
By 1972 a total of 106 women had served as flight nurses on the medevac flights from
Saigon and Bien Hoa to Butterworth and Australia.6

As discussed in Chapter 1, DEA was responsible for organising the humanitarian arm
of the SEATO aid program. This was the first time a large group of non-military
medical personnel would serve in an Australian overseas war. Again the number of
volunteers was greater than the number of positions available and selection for a
position in a team was highly competitive. The criterion for inclusion in a hospital
team, or even a composite hospital team, was strict. Surgical leaders and the Director
of Nursing of the large metropolitan hospitals personally selected or even targeted
mature, experienced nursing sisters, many of whom they knew professionally. Other
volunteers for the civilian aid teams to Vietnam responded to advertisements on their
hospital noticeboards, whilst yet other nurses were persuaded to apply by colleagues
who had been to Vietnam.

A panel of senior surgeons and nursing leaders

4
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interviewed potential recruits. The few who were finally asked to go to Vietnam were
over 25 years of age, had experience as senior sisters in medical and surgical wards,
and were experienced operating theatre (OT) and intensive care unit (ICU) sisters.
They were also required to demonstrate in their interviews that they were mature,
capable of managing challenging nursing situations and able to work as a member of a
group.7

Interestingly, the reasons nurses volunteered for the civilian aid teams paralleled those
in the military. They varied from patriotism and a desire to serve their country to
altruism. Senior and experienced nurses who had nursed in Papua New Guinea were
willing to repeat the experience.8 Other nurses, recently graduated from the College
of Nursing, wanted to extend their nursing skills and/or tutor the South Vietnamese
nurses. Many were affected by the plight of the South Vietnamese people, involved
in a civil war, and were propelled by a sense of humanitarianism. The focus of their
nursing care was both the medically ill and war traumatised civilian population, but in
this war they were also seeking adventure in what they saw as an exotic land.

Work

When 1RAR was deployed to South Vietnam in 1965, it relied heavily on the field
ambulances, 2 FA and 8 FA, which were just makeshift medical units, with two
operating theatres and a capacity for 60 beds. Military experts in army strategies
argued that field ambulance support was well suited to the geographical aspects of the
Vietnam countryside where the guerrilla war was being waged. 9 By 1967, however,
when the RAANC arrived, the Army had established static medical facilities10 in the
compound of the Australian Forces. The location of 1ALSG on the coast at the
southern end of the Vung Tau Peninsula may not have been conducive to good
hospital and nursing work, but it was safe and secure, and easy distance by helicopter
to the large US vessels anchored offshore. Also, the undulating land was suitable for
a small airstrip and a helicopter pad.

The nursing staff, however, did not enjoy the
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location of sand hills and the irritating presence of wind and sand. They found that
the sand infiltrated the medical facilities, the patients’ dressings, their beds and their
quarters.11

Nursing work was difficult in the hot and humid monsoonal climate, but the unusually
heavy wet season in 1968 created medical problems that posed a major threat to the
operational effectiveness of the Australian force, the malaria epidemic. This virulent
strain of malaria proved to be resistant to primaquine, and, as discussed in Chapter 1,
the 100-bed hospital was inadequate to meet the demand. There were no extra staff
and working conditions and beds were stretched to their limit.12 At the end of 1968,
the environment again posed a potential threat to the base and the nurses, a warning of
a possible tidal wave that would engulf the low-lying sands of the Vung Tau
peninsula. At first the warning was not taken seriously. A second warning was issued
and this time it was acted on: the evacuation of all patients within 20 minutes. All
patients, including those still anaesthetised, were moved to higher ground in the
Officers’ Mess. The stress and tension that accompanied this evacuation could have
been avoided if the authorities had taken the first warning seriously. Fortunately the
warning proved to be a false alarm, but the event did demonstrate that the emergency
drill and action procedures were effective.13

The basic conditions of the field ambulances were a sharp contrast to the large general
hospitals in the Australian cities, where many members of the RAANC had trained
and worked as registered nurses. The first group of army nurses who arrived in 1967
complained about the rudimentary conditions of 8FA (which was nothing more than
Lysaght huts and louver windows) and the lack of hospital linen, surgical swabs, and
drug and blood supplies. However, as noted in Chapter 1, their complaints were short
lived. In 1968 the teams of the Australian army medical staff, including following
teams of RAANC nurses, appreciated and enjoyed the new field hospital, an obvious
departure from the army field hospital dwellings. There were improvements to water
supply, electricity and air conditioning in some wards.
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Figure 5.1: First Australian Field Hospital in 1970 with the helipad for Dust-Off helicopters in
the foreground (O’Keefe, Medicine at War, p. 190).

The nurses not only applauded the clinical state of the hospital, which was superior to
that found in South Vietnam provincial hospitals, but many nurses sharpened their
clinical skills in the fast moving work of the intensive care units, and the cohesive
teamwork of Dust-Off and triage. Triage was not a new clinical procedure, but in
Vietnam, the US and Australian military medical teams greatly improved
management of acutely traumatised patients. Similarly, Dust-Off14 greatly enhanced
the prognosis of severely shocked and bleeding patients because it shortened the time
span from the battlefield to the field hospital by hours, and often saved the lives of the
wounded. However, it also added to the heavy nursing workload, which was spread
across too few nurses in the RAANC team.

14
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Figure 5.2: The triage area of the Australian army hospital where patients were speedily
assessed before treatment (McHugh, Minefields and Miniskirts, pp. 10-11).

The most common surgical and intensive care nursing involved the treatment of
severe blast injuries from mine explosions and exploding gunshot wounds where
fragmentation was a major problem.15 Other trauma treated included wounds from
mortar fire, shrapnel wounds (which often covered the entire body)
stab wounds from punji sticks.

16

and infected

After triage, most patients went to theatre for

extensive sessions of debridement, laparotomies to investigate shrapnel wounds to the
abdomen, and thoracotomies to investigate and repair damage to the chest cavities and
the organs within.

As noted in Chapter 1 two other periods tested the efficiency, labour and energy of the
too few members of the RAANC, when nursing work was at an optimum. In 1968 and
1969 during the Tet Offensives, the operating theatre and triage staff worked long
hours treating the many casualties from the heavy fighting. Members of the medical
staff, including nurses, were on call for 24 hours for two weeks without a break.17
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The skeletal nurse staffing was always a problem, and in the later years the medical
orderlies were used to meet the shortage. Prior to 1967 the orderlies had managed the
wards and operating theatres.

When the nurses arrived and took over the

responsibility of running the wards and training the former, there was some initial
antagonisms and resentment from the orderlies.18

The first medevac flight, with one senior sister and one medical orderly, left Saigon in
July 1965, bound for Butterworth. Prior to that time the seriously wounded had been
cared for by the American field hospitals.

The medical organisation and work

involved in medevac nursing was an upgraded version of the work carried out during
the Korean War. The field hospitals on the ground, or 1AFH in Vung Tau, sent a
signal to the aeromedical evacuation flight crew advising them of the number of
casualties and any extra medical equipment required for the journey.19 The RAAF
nursing sisters would prepare the flight before take-off.

These duties and

responsibilities, on the ground and in flight, were quite high. They began with written
preparation plans of the load, and in case of emergency, the ditching plan.

The RAAFNS nurses supervised the loading of litters and ambulatory patients, and
the subsequent briefing to the aircraft commander and the medical orderlies. Their
work was completed only when they had accompanied the patient to the medical
facility and reported to the supervisor of the hospital. Often times they worked a
twelve-hour shift and they were on call 24 hours a day. Although they were not
stationed in Vietnam, this war and the country still impacted upon the working
conditions of flight nurses and crew. When the large Hercules landed at Bien Hoa or
Saigon airports, often there was a waiting time for the ambulances to load the patients
onto the craft. Flight crew often waited in the cabin in hot and humid conditions.20 If
the plane’s cabin lost pressure or temperature control, the occupants of the cabin were
subject to freezing temperatures.

Air turbulence always created its own set of

problems, especially with maintaining the flow of intravenous blood and fluids.21
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The civilian aid nurses were recruited from the big general hospitals in Australia by
the DEA and arrived in South Vietnam from 1964. As discussed in Chapter 1, the
DEA had provided little in the way of briefings on the culture, language and
conditions they were to face. Nor were their work duties clearly defined. As Stewart
and McKay argue, the DEA’s administrative aims for these teams were to prove
ambiguous and difficult to implement.22 The civilian aid teams were located in four
regions in South Vietnam, and each city had its particular aspects that created
problems for the respective teams. Three examples demonstrate the point.

When the civilian aid teams were recalled from Long Xuyen in 1970, the Australians
had established an effective, viable hospital with a reputation for paediatric surgery
and nursing, but this successful outcome was the result of hard work in difficult
conditions. The hospital in Long Xuyen was a series of single story pavilions linked
by gardens, walkways and drains. It was located on the Bassac River in the Delta
region in An Giang province.

It was in a poor condition, reflecting years of

government neglect. During the wet season, the Bassac River flooded, which
exacerbated the problems posed by the poor condition of the hospital and surrounding
areas. There were no sewerage systems and the walkways often flooded from the rise
of the nearby river or heavy rainfall. Often the debris in the open drainage system
was raw sewerage giving rise to the proliferation of mosquitoes, rodents and insects
which led to disease: malaria, bubonic plague and scrub typhus. When the flooding
subsided, it left stagnant water that was host to many organisms that led to diseases,
such as tuberculosis, typhoid, and dysentery, which had been largely eradicated in the
West. Disease was the leading cause of death amongst the civilian population.23 The
remaining causes of death came from war trauma and traffic accidents.24 No member
of the Australian teams lost his or her life, but many were affected by the tropical
monsoonal climate.

They complained of the humidity, the heat and continual

perspiration, and many suffered from gastroenteritis. They worked long hours, often
late into the night and at the weekends, and over time this led to fatigue.25 As the
years of the war progressed and the clinical reputation of the civilian aid teams spread,
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the workload increased. The hospital had a capacity for 450 patients, but often the
wards were overflowing, particularly the paediatric ward.26

Bien Hoa is another example: It was an uncomfortable city in which to live and work
because of its inland location. It was humid in the wet season, and hot and dusty in
the dry season. The hospital, originally a French colonial hospital, consisted of a
series of pavilions and walkways and nurses found it tiring moving patients from
building to building particularly in the wet season, when they had to walk through
dirty floodwaters. USAID had refurbished the surgical suite in 1963, but that section
had remained unused for three years because there were no South Vietnamese
surgeons to staff it. The reputation of the clinical expertise of the Australian surgical
teams spread very quickly, and the teams were inundated with patients suffering from
war trauma, accidents and acute and chronic diseases. The hospital also catered for a
greater number of patients than Long Xuyen, particularly rural patients.27

One

surgeon, for example, who had worked at Long Xuyen, had 250 cases in two months
and he compared this workload with 592 cases at Bien Hoa in a similar time period.28

Like Long Xuyen, the hospital was in poor condition. When the teams first arrived
they discovered that the hospital contained almost nothing in the way of instruments,
linen, swabs and drugs. There was no running water, except for an outside tap. The
supply of electricity to the hospital was intermittent, and the teams often improvised.
In short, the conditions, and the equipment, were disastrous according to western
standards, but over time and with the help of the Americans they built up their
stores.29 The most challenging aspect of Bien Hoa was its strategic importance. It
supported one of the three largest air bases in South Vietnam. Noise pollution came
from the constant movement of aircraft, which constantly shook the pavilions of the
French colonial hospital.30 It was also a military target for the Vietcong between 1970
and 1972. The nursing members of the teams, who worked in Bien Hoa for twelve
months, were eventually affected by the hot humid climate, working and living
conditions. They suffered from intermittent bouts of gastroenteritis and stress. In
26
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1968 Dr Kevin King was so concerned about the levels of fatigue and stress in the
nurses that he wrote to the DEA about this situation.31

The teams stationed in Vung Tau faced similar working problems, namely, oppressive
climate, poor conditions, and the prevalence of rodents and disease. Diseases such as
rabies32 and tetanus33 tested their clinical skills.

Many South Vietnamese used

aviation fuel for domestic purposes. It was a highly unstable fuel, liable to explode,
and patients who were burnt required the intensive care of barrier nursing. The town
was also reputed to have been the resort town for rest and recreation for the Vietcong.
Therefore, unlike their colleagues in Long Xuyen and Bien Hoa, several nurses
discovered that some of their patients were the enemy. Also, in Vung Tau, American
specialists often performed surgery at the hospital, and the US nurses offered
friendship and support to the civilian teams.

These arrangements alleviated the

problems associated with the working conditions in Vung Tau. Other civilian aid
teams also experienced American generosity in the early years; the DEA did not
provide financial support or easy access to the Vietnamese Medical Stores. The
Americans readily supplemented the depleted surgical hospital and blood supplies of
the provincial hospitals.34

Combat related danger

Individual nurses in close proximity of fighting in past wars knew that their lives were
potentially threatened by a stray piece of shrapnel, an incendiary bomb and enemy
bullet, or, more remotely, capture and imprisonment by the enemy. Although that
remained generally true for both the RAANS nurses and the women in the civilian aid
teams, the level of potential threat differed between the two groups. Both, however,
shared one common potential threat – flying in to Vietnam.
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Any person flying into Tan Son Nhut Airport in Saigon between 1967 and 1972 was
aware of potential danger. It was one of the busiest commercial airports in the world,
with Australian and United States personnel passing through the heavily guarded
turnstiles en route to their diplomatic or military locations that were scattered
throughout South Vietnam, from the border at the 17th parallel to the Mekong Delta.
Tan Son Nhut airport in Saigon was also a huge military airport with constant takeoffs and arrivals of military flights. Everyone was armed, except for the nurses, and
new arrivals from Australia often had to wait for their next transport plane in plane
resting bays. It was not recognised until the end of the war just how dangerous the
airport and resting bays really were, because there were pockets of Viet Cong
guerrilla forces stationed all round the airport. Nurses, like Jan Allan, quickly realised
that the twinkling lights in the heavens were actually the glow of tracer bullets at night
crisscrossing the sky.35

When the members of RAANC reached 1ALSG in Vung Tau, the Australian Army
compound, they were in a relatively secure area because it was heavily guarded by
Australian troops. As noted earlier, the military medical facilities in Vietnam were
static. Dust-Off and the use of helicopters had replaced the CCS of past wars. The
army nurses did not report any period of time when they experienced danger.
However, two volatile periods stand out during their term of duty. They came in 1968
and 1969 during the Tet Offensives when there was gunfire at the perimeter of the
compound, and several Vietcong broke through the peripheral fence. During this time
all nurses were restricted to the compound and not allowed to visit the nearby city of
Vung Tau.36

The RAAF medical evacuation team faced potential enemy attack each time they
were in flight, particularly during the descent into, and ascent out of, the large airports
of Bien Hoa and Saigon. Often the pilot had to descend steeply into the approaches to
these airports to avoid enemy bullets and sniper fire. The plane and its load were also
vulnerable when they taxied across the runways to park in resting bays while waiting
for clearance to take off, particularly during the 1968 and 1969 Tet Offensives. The
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greatest number of patients was medevaced at this time and the patient load was at its
maximum.37

The threat of combat related danger was far more real for the nurses in the civilian aid
teams. It not only faced them as they travelled from the arrival point to the hospitals
they had been appointed to, but also when travelling on the roads and even in their
daily work.

After arrival in Saigon, the civilian aid nurses were flown to Vung Tau, a distance of
65 kilometres to the southeast, Long Xuyen, a distance of 160 kilometres to the
northwest, or Bien Hoa, a distance of 30 kilometres to the northeast. The nurses were
carried by caribous, as the runways at these small towns were not large enough to
accommodate the big Hercules.

Yet, the planes never flew directly to these

destinations. Depending on the location of enemy forces, the distance covered could
be up to three times the distance as the crow flies to avoid enemy ground fire. The
Vietnam War was a conflict fought in the countryside. The routes to the rural inland
towns, which members of the teams regularly travelled to purchase much needed
supplies, exposed the women to great risk, particularly at night. Route 15 the main
highway between Saigon and Vung Tau, was often the target for ambushes and mine
explosions until it was secured by the Allies in 1971.38
Nor were the hospital buildings, the hospital grounds and the areas near the team’s
residences safe, or the road between hospital and residence.

Hence, they never

travelled alone from hospital to residence. Bien Hoa was particularly dangerous. As
noted earlier, the Bien Hoa hospital, close to an American airbase, was a regular target
of mortar bombardments and rocket attacks. Normally the nurses would walk to
work, or carry stretchers from pavilion to pavilion. This exposed them to the threat of
being caught in the crossfire in one of a series of insurgency events, particularly
during the Tet Offensives of 1968 and 1969.39 Nor did they leave the group when
faced with danger.

Maureen Spicer (McLeod), explained the way she and her
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colleagues reacted to the armed assault on the theatre, in which she was prepping in
an operation, one evening.

They remained in the one location, obeyed the rifle

carrying South Vietnamese soldiers, and rang the residence for transport and
support.40

During the early months of 1968, the situation in the hospital at Vung Tau was far
more dangerous than first understood (although Jan Bell was so busy with the volume
of patients and working long hours that she was not aware that the Vietcong had
surrounded the area, which was a targeted area for bombing).41

In 1968 the

Australian Army’s Civic Action Medical Unit (MEDCAP) recommended that the
team in Vung Tau extend their work to the provincial hospital at Ba Ria. It was
argued that the Australian staffed hospital was closer to MEDCAP’s area of
operations, and patients could be referred to the hospital. However, Ba Ria was
located in the centre of the Phuoc Tuy province and surrounded by enemy positions: it
was the most dangerous region for the civilian teams to work in.42 That was borne out
in February 1969 when the hospital became the planned target for a Vietcong attack.
During a bombardment, the team members sheltered in the bunkers within their
compound. Two weeks later the DEA withdrew the team from this town to the safer
and more secure Vung Tau.43

Changing Cultural contexts

One outstanding feature of the Vietnam War was the support that the US Forces gave
to both the civilian aid teams and the RAANC. It was much appreciated at the time,
and well remembered. In the early 1960’s the United States gave to all Australian
medical units a guarantee to supply and support the infrastructure of medical facilities
where Australian medical teams worked, particularly the goodwill mission of the
SEATO civilian aid teams in the provincial hospitals. In part, this reflected the fact
that the initial commitment of advisors and ground troops were not self-contained
forces and they relied on the Americans to provide auxiliary services, such as the
40
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medical services.44 Those military and political strategies are of little consequence to
the theme of this thesis, but the outcomes are significant and are explained in the
following paragraphs.

Before 1967 and the arrival of the members of RAANC, Australian casualties were
evacuated to 36th and 39th American Evacuation Hospitals, and several men with head
injuries remained with the Americans on the USS Sanctuary, stationed in the waters
off Vietnam.45 The Americans supplemented the Australian Army’s supplies from
their Long Binh store, and they also assisted Australian casualties in Dust-Offs, using
US helicopters before the Australian Army built up its own helicopter fleet.
Sometimes when the Australian casualties were hospitalised in the US Evacuation
hospitals, the patient and the Australian Army were anxious for two reasons. The
Americans were used the reverse triage approach to the heavy volume of casualties,
and the mortally wounded patient often died alone.46 Secondly, if the Australian
soldier was not retuned to 1ALSG, the field ambulance was concerned that those
patients were not included in their statistics.47 However, as more Australian troops
became involved, and the casualty list mounted, it was decided to establish the
Australian hospital. After the arrival of the nurses and building of 1AFH, the medical
teams still called upon the Americans for neurosurgical cases and supplies of drugs
and blood.

In the early years the civilian aid teams received much welcomed manpower and
assistance from the Australian Army, but that declined. The United States Forces,
however, consistently maintained their support of the teams throughout the entire time
the latter were stationed in the provincial hospitals. The Americans allowed the teams
access to the US stores’ depots, which alleviated many medical, surgical and supply
problems. They installed two water tanks to supply inside water to the Bien Hoa
hospital, renovated a refrigerator for the operating theatre to store blood and
antibiotics, and issued supplies of blood and drugs when requested.

They also

assisted and oversaw the Vietnamese military units work in clearing rubbish around
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the hospitals in an attempt to control rat infestations, which in turn alleviated the
threat of bubonic plague and other diseases at Bien Hoa.48

Figure 5.3: American army personnel providing the Bien Hoa Hospital with drinkable water
in 1966 (Mackay and Stewart, With Healings Hands, p. 126).

The members of RAANC were deployed in South Vietnam but they did not have a
great deal of contact with the people, other than acknowledging their work as kitchen
hands, cooks and cleaners, or as mama-san. Although several nurses did not like the
way mama-san cleaned their uniforms with stones, some nurses became quite close to
their Vietnamese maid.49 A few nurses remembered administering intensive care to
Vietcong prisoners of war. They worked very hard to save their lives and bring them
back to health. Two sisters were deeply disappointed when a Vietcong colonel and
female POW were taken by the Americans to Saigon for interrogation and were later
killed.50

On the other hand, the civilian aid teams did have a great deal to do with the local
population because the civilians were the focus of their care. As mentioned in Chapter
1, the teams were sent to South Vietnam to care for the people, to promote goodwill
and to instruct the medical personnel on western medical standards. They created
48
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relationships with the South Vietnamese people, as did the South Vietnamese with the
nurses, which were unique. The South Vietnamese people became their patients, their
hosts, their working colleagues, their friends and their interpreters. The civilian aid
nurses relied heavily on their interpreters.

They knew they could not work

successfully in the hospitals without them. They taught English to students in the
schools and assisted the nuns in the local orphanages.51 The teams’ most important
responsibility, however, was the medical and surgical care of the men, women
children and the enemy with their war wounds, trauma from burns and accidents, and
chronic diseases. That work left them with a strong impression of the Vietnamese
people. In the interviews, they frequently used the terms stoic, brave, patriotic, kind
and friendly. For many of the nurses, though, their strongest memories centred on the
children who were also suffering: despite the fact that they were often in great distress
and pain.

The plight of many of the children propelled several nurses to take the unusual step of
taking responsibility for their care. There was a Catholic orphanage in each major city
for children of all ages from small babies to late primary school age. The conditions
were deplorable by Australian standards. Many nurses visited in their off-duty hours,
and were horrified by the malnutrition they saw.

The early teams were aware that diplomatic relations were part of the job as well as
the creation of good working ties between the Vietnamese medical staff and the
Australians. The South Vietnamese authorities were grateful for the presence and
medical participation of the civilian aid teams in their hospitals, which were depleted
of good physicians and surgeons. The latter were deployed in the South Vietnamese
army, or working in Paris, where many had trained. However, in the early days the
teams realised that there were difficulties in some working relationships, and both
nationalities kept a respectable distance. For example, the Australian nurses in Ba
Ria, in order to fit in with their Vietnamese colleagues, tolerated what they regarded
as the latter’s lack of hygiene in their nursing procedures.52
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When the first teams arrived in Vietnam, the South Vietnamese authorities treated the
Australians as celebrities. They welcomed them into their homes with lavish dinners,
exotic food and invitations to play tennis.

DEA expected the teams to provide

goodwill, but did not provide explicit advice on diplomatic practices.

Several

members of the teams respected the nuances and procedures of the diplomatic part of
their mission. They attended parties, weddings and public ceremonies. Others were
uncomfortable with the diplomatic protocol. They avoided the different cuisine and
culture. Yet, in some instances friendships developed between the Australians and the
Vietnamese, which were long lasting and unforgettable.53

Sisterhood and leadership

The members of the RAANC were isolated in 1ALSG and many relied on team
camaraderie. They formed tight knit groups for several reasons. They worked long
hours and lived together in groups of four or five, sometimes with one or two New
Zealand army sisters. Because they were on call 24 hours per day, they would often
retire to their mess and de-brief with each other. Their workload and the isolation of
1ALSG from the township of Vung Tau tightened the cohesion of their groups. The
work was stressful, the on-duty hours long, the patients’ conditions traumatic.54 The
tightness of their groups became their solace and support in difficult times, and was a
legacy from former military nurses and a tradition that the Vietnam War nurses
perpetuated.

Similarly the members of the RAAFNS worked unusual and long hours were on call
24 hours per day, and whilst in-flight worked with medical technicians or one or two
nursing sisters. The medical staff in the cabin of the medevac flights did not have
time to meet other social groups, but they did work as a team in the air, with a cabin
full of casualties. Off-duty they formed close friendships with their fellow members
of the service or with the US friends when they were working at the Clark air base.55
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The civilian aid nurses also adopted the tight camaraderie of the group, much as the
women in the RAANC did. They discovered that bonding with fellow team members,
and their communal residences, helped to alleviate the stress stemming from heavy
workloads and the terrible conditions of some of their patients.

They not only

debriefed on a daily basis, but they relied on each other for companionship and
security. However, there was a subtle difference in the group dynamics of the civilian
aid teams. It was the first time that members were both doctors and nurses, living and
working together as one group. This situation was vastly different from the
doctor/nurse relationship of status and responsibility, which existed in the home
hospitals.

Several nurses explained that the new relaxed working relationship

between the doctors and the nurses led to the nurses having greater confidence in their
clinical skills and decision making.56 This unique situation came about because they
were located in a war zone; they were isolated and had a monumental task to
complete. They attended to an enormous volume of patients, the work was intense
and there was a lack of staff.

In fact team cohesion and related leadership

underpinned the work and survival of most of the civilian aid teams.

The leaders of the RAANC teams during the Vietnam War were career army officers,
often with post-basic education and military and wartime experiences in other
Southeast Asian conflicts. They did not have the management problems experienced
by their peers in previous world wars. Their Corps was part of the Army, and the
Matrons, such as O’Neil had earned, and were confident of, their authority over the
direction of the staff. In Vietnam, the DMS often respected the advice, and worked
alongside, the Matron, as demonstrated by the experiences of the former.

Shirley

Southwell also had previous Army and wartime experiences and served in Vietnam in
1970 as Matron. During her post Vietnam War interview she demonstrated that she
had strong opinions and believed women should voice their viewpoint about certain
policies and Australia’s external affairs. Her former sisterhood could not, and did not,
voice such strong opinions, nor did they necessarily have that complete confidence of
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their authority within the military structure in the same way as nursing leaders like
Southwell and O’Neil did.57

The Matrons in Chief and Directors of Nursing of the RAAFNS were Joan McRae,
Betty Docker, Helen Cleary, and Helen Kirwan. They were strong and respected
leaders, and they followed the examples set by the nursing leaders of World War II
and the Korean War. In the same way former leaders, post war, had canvassed for
higher academic and clinical standards, commission for the members and post
graduate scholarship, so the Vietnam War leaders looked for ways to implement new
policies and upgrade the clinical skills of the in flight nurse. During the War they
travelled extensively from Butterworth, the Clark air base in the Philippines to
Vietnam assessing the work of the in-flight nursing and procedures, the organisation
of the cabin and equipment. Kirwan was also attached to the Clark Air base, for eight
weeks, where she liaised with United States Air Force (USAF) flight nurses on
medivac nursing. Bette Edwards who was Matron in Chief from 1975 to 1979 flew
25 missions to Vietnam. Cleary, Kirwan and Edwards, during and after the Vietnam
War were involved in the training of aeromedical evacuation procedures for nurses
and medical assistants.58

The success of the SEATO civilian aid teams also relied upon strong leadership. In a
1965 report on team progress in Long Xuyen, it was emphasised that this factor was
more important in small civilian teams isolated in a foreign community for various
reasons.

The surgical team leader and senior sister both knew that the organisation of the team
was not random. They were aware of the formidable task that lay ahead in the rundown hospitals of the big towns. On a few occasions the head surgeon of the large
metropolitan hospital59 made a preliminary visit to South Vietnam in order to make a
57
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quick reconnaissance of the hospital before the official arrival of the team. Upon
arrival in South Vietnam the senior sister made decisive judgments in assessing what
improvisation needed to be completed before the hospital was ready for surgery. The
two leaders of the team, the surgeon and senior nurse, believed that it was important
for members to be accommodated in the one building. If this situation was not
possible then they made special effort to ensure that members dined often with each
other. Team leaders also monitored the stress and fatigue levels of their members.
Paul Large,60 one of the first surgical leaders to Long Xuyen, argued for tours of no
longer than six months.61 The Bien Hoa teams were rostered to take breaks.62 Leaders
ensured that the diplomatic activities, requested by SEATO, were organised without
placing further demands on team members.63 For many members of the teams these
extra tasks were too much after a heavy 12- hour day in a provincial hospital, and as
mentioned overleaf, most leaders organised for members to take regular breaks
outside Vietnam.

Leisure

The Australian women, members of the civilian aid teams, the RAANC and the
RAAFNS were aged between 25 and 35, and were single. They were also living in an
exotic location, with a guerrilla war at their footsteps, and surrounded by young
Australian and American forces, who were regularly organising parties and alcohol.
When they had time off duty, leisure and pleasure was part of their Vietnam life.
Many including Patricia Kennedy (Yorke)64 visited the Officers’ Mess, the American
Bachelor Officers Quarters and Vung Tau, which was four kilometres away... Some
nurses, including Pam Barlow65 took flights by Chinook helicopters to Nui Dat or the
American bases. They also visited nearby Southeast Asian cities whilst on leave.66
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Some nurses, however, preferred to stay on the base, or like Di Badcock (Lawrence)67
surfed on the back beach.

The surgical team leaders took care to include leisure time in their schedules. They
were very aware that the stresses within the nurses’ working life could be detrimental
to the women’s health. Many organised the rosters so that members regularly left the
base to visit other cities and sights, such as Saigon, Vung Tau, Dalat on the coast, or
fly by helicopter to other parts of South Vietnam. Paul Large flew from Long Xuyen
in a small plane and saw the spectacular geography of the Delta region.68 Team
members could expect leave every three months and some left the country for a small
holiday in Hong Kong, Cambodia or Bangkok. For example, Marita Mulcahy and Jill
Storch enjoyed the temples in Cambodia,69 and Jenny Leak and Janet Brewster had a
small holiday in Hong Kong.70 The civilian aid nurses had greater opportunities for
short breaks than their army counterparts, but it came with a caveat. There was an
unwritten rule amongst the male members of the teams to never allow one of the
nurses to go out alone with American servicemen.71

Others pursued a gentler

relaxation by listening to music, playing cards and writing letters.

Conclusion

The nurses who volunteered for service in Vietnam, then, inherited a tradition of
military nursing, based on the experiences of the women who had served in previous
wars. By the 1960s, it had been codified and incorporated into the military structure.
Long gone were the days of the Boer War when it was doubted that the services of
female nurses were needed. The uncertain military status of the nurses during World
War I had been resolved by World War II. After World War II, nurses became an
integral part of Australia’s military structure. That was most clearly reflected in the
granting of corps status to the army nurses. They also received specialist training
relevant to nursing combat related injuries. Yet it was also a tradition informed by the
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veterans themselves.

The two world wars, Malaya, Korea and Vietnam were

separated by a matter of decades. This meant that veterans from one war passed the
stories of their experiences on to the next generation. The women who served in the
AANS in World War II, for example, had worked with, and been taught by, veterans
from World War I. They, in turn, told their stories to the women who would serve in
Australia’s Asian wars. The specifics of the experiences of the Vietnam nurses would
differ, a reflection of both the nature of the war and advances in military and medical
technology. Yet, many of their experiences were broadly similar to those of the nurses
in previous wars and, like those who had gone before them, they would add to that
tradition. What this meant at the individual’s level is explored in the following
chapters.
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Chapter 6: The RAANC Nurses Remember

‘Thanks for looking after my friend.’ Soldier to Dianne Badcock (Lawrence), who was caring
for his wounded mate.1

This chapter examines the evidence from the interviews conducted with the 16
members of the RAANC. The Australian War Memorial conducted all 16 of the
interviews used for this thesis approximately 20 years after their return from Vietnam.
In many ways, the interviews show a strong affinity with the general picture outlined
in Chapter 5, yet they also provide a more detailed texture for the general picture and,
in some cases, suggest that, within the broader issues raised in the secondary sources,
there are interesting variations on common themes based on an individual’s
personality. One of them is what led them to volunteer for Vietnam.

Motivations

All the women interviewed gave their reasons for going to Vietnam. Some gave
simple explanations, yet other responses showed a mixture of influences behind their
decisions, mirroring the findings of historians who have examined the motivations
that led men to volunteer during World War I. They are all linked, however, by one
common element: these women wanted to go. Even after 20 years, they saw no
reason to doubt their decision.
Maureen Patch (Healy) went to Vietnam specifically to look after the soldiers: ‘That’s
what I wanted to do and did it’, she said.2 Mary Divine (Page) believed that it was
the right thing to do, to do her ‘bit for the country.’3 The reasons, even the language,
used by both women would not have been out of place in any of the wars discussed in
Chapter 4. There was an echo of the women who, impatient with waiting to be
enlisted in the AANS during World War I, had sailed to England to join QAIMNSR.
Pam Barlow (West) was too young to be selected for the civilian aid team at Royal
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Prince Alfred Hospital, but she wanted to nurse Australian troops in a war zone and
saw enlistment in the Army Nursing Corps as the means to achieve that end. She
‘thought that the best way to do this was to join the army.’ 4 Patricia Kennedy (Yorke)
was interested in going to Vietnam as a civilian aid nurse, but she was also too young
and lacked the experience required by the DEA. ‘That’s why I joined the Army’, she
said, ‘to go to Vietnam’.5

Why she wanted to go to Vietnam, however, was less

obvious for her than women like Divine or Patch. ‘I suppose it was something that
not a lot of other people were going to do in life’, she said, and then added; ‘I suppose
I was looking at it as an unusual life experience.’

6

Narrelle Hobbes would have

probably recognised the sentiment.
For some of the nurses, a sense of duty was marked in their responses. Jean O’Neil,
for example, was ambitious to go to Vietnam. She wanted to be there because the
troops were there: ‘I never questioned the political reason why Australia was there or
not,’ she said.7 As an army nurse, she believed that ‘it was something that you are
just naturally led to go and do, so I’ve never hesitated.’8 Two of the interviewees,
Patricia Gibbons (Ferguson) and Colleen Thurgar (Mealy) reflected that sense of duty
in another way. They both argued that all Australian nurses ‘should do some time in
the services’.9 Gibbons’ preference for the army other than other arms of the defence
forces was marked. It was ‘more nitty gritty and down to earth of the three Corps and
that’s where I wanted to be’, she claimed.10 She volunteered for Vietnam as a junior
officer and felt ‘very privileged’ to be asked to go.11

Considering the changes in the status of nursing in the military after World War II, it
is not surprising to find that, unlike the nurses of both world wars, the army as an
institution was part of the reasons why they went to Vietnam. Only three in the cohort
had joined the army before Australia committed ground troops to South Vietnam and
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two, O’Neil and Shirley Southwell, had already seen service in Japan, Korea and
Malaya, and Christine McMahon (Buchanan) had served in the British Army. For
some, the army offered a career, for others, it reflected family tradition.

An army nursing career required self-discipline within the rigid structure of the
institution itself. The successful applicants had to sign on for a two-year short service
commission in the Australian Regular Army, and not question army guidelines,
directives and postings to remote locations. They underwent six weeks military
training at the School of Army Health. As an experienced army nurse lecturer, Jean
O’Neil explained,

You bring in a lot of army discipline, war disciplines and lots
of aspects like that. They can then decide whether they’d like
to be in a war situation or a base situation.12

Clearly, the interviewees chose the former.

Ann Lee (Wright) joined the Australian Army before she completed her training. She
found the regimentation and the opportunity to go to Vietnam ‘appealing.13 Colleen
Thurgar (Mealy), a theatre nurse in civilian life, joined the army, ostensibly because
of its high standard of training and its ‘army drill and clinical tests’, which she
believed had been formulated from the experiences of World War II nurses. 14 The
army itself, however, had always had an attraction for her. She had ‘always wanted to
join the army. It’s something you want to do,’ she said, and then added, ‘Vietnam
wasn’t even thought of then’.15

There were other military nurses who were attracted to Army life because of a family
tradition. They had grown up in an environment where patriotism and the prestige
they associated with serving one’s country had been passed from one generation to
another. Dianne Badcock (Lawrence) came from what she described as a ‘strong
12
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military background’.16 For Mary Divine (Page), that tradition was just as strong.
Both parents had served in World War II and her father’s sisters were nurses. She
combined the two elements, thinking that ‘this could be really interesting’.17
Christine McMahon (Buchanan) came from a British army family. She had attained
the rank of Captain before she left the British Army nursing service. Lured by
adventure and travel she came to Australia, not as an emigrant, but paid her way and
worked a short time in Melbourne at the Women’s Hospital.18 She later joined the
Australian Army, and was posted to Vietnam in May 1970. She believed that her
selection was based on her clinical skills as a military nurse and a sense of realism
when it came to nursing in a war zone. As she put it,
… psychologically you had to know what you were doing.
The Army did not select unintelligent non practical nurses. It
was too dangerous and you had to come to terms with that. 19
As noted earlier, Shirley Southwell20 and Jean O’Neil had seen war service in
previous years. Both women had pursued further study to enhance their army careers,
and both were keen to serve in Vietnam. O’Neil probably best reflects the complex
way the motivation to volunteer can have many facets. As noted above, she saw
service in Vietnam as a duty, even a patriotic duty because she had never questioned
the reasons why Australian troops were in Vietnam. She had served in Japan with the
BCOF and in Korea. On her return, she studied for her education diploma at the
College before going to Malaya. She then explained that in 1967 she ‘went back to
the military hospital with the objective of going to Vietnam in ‘68’. ‘I must say’, she
said, ‘that I was very happy to go because it was my first matron-ship, so I guess it’s
an ambition thing.’21
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The interviews also reflected an element mentioned in Chapter 4: the influence of
nurse veterans from previous wars. Terrie Ross (Roche) talked about a nursing sister
on the staff of her local hospital who had been in Japan and in the army for ten years,
before returning to civilian nursing. She talked to Ross about leaving the hospital and
joining the army. As Ross recalled, ‘So the next thing I joined the army and went off
to Ingleburn, which was super.’22 Colleen Thurgar was convinced that her selection
for service in Vietnam was due to couple of major exercises at Barrawinga, which
were assessed by her tutors who were former World War II sisters.23

Work

In November 1967, four members of RAANC arrived at 1ALSG as the first army
sisters to care for the Australian troops fighting in the Vietnam War. Their training
had prepared them for different and intensive nursing conditions, but they certainly
despaired at the state of 8FA and their living quarters, which was one of three ‘only
solid buildings.’24 The other two were ‘the operating theatre and the intensive care
unit.’25

The living conditions for the nurses working in 8FA were far from those the nurses
knew at home. Colleen Thurgar (Mealy) described their living quarters as
… one long wooden hut. It was surrounded by canvas up to
the roofline and no windows. They put partitions up between
each of the beds but only up to about six foot. They [the
nurses] had to wash in small basins.26
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Figure 6.1: The RAANC nurses’ living quarters in 1967 at 1ALSG, Vung Tau (Biedermann,
No Tears on My Pillow, pp. 98-9).

Thurgar baulked at the two-hole toilet, or deep pit latrine, despite the fact that it
standard in terms of military sanitation. Maureen Patch (Healy), was affected by the
heat but found amusement in watching ‘the white ants eating the rafters.’ 27

Comfortable living quarters were important, particularly in relation to night duty, and
day sleeping, and the living quarters were less than ideal for meeting these
requirements. But for these nurses, this was a secondary concern. They were more
concerned about wartime nursing and the substandard conditions provided for that
work. They were worried about the working conditions of the field hospital, for
example, as many wards were just tents, conditions which held the threat of cross
infection and hampered their ability to maintain an aseptic ward environment as much
as possible. 8FA was a Lysaght tin hut in the sand hills of Vung Tau. Jean O’Neil had
one word to describe it: ‘horrifying’.

There were a few fans, but there were louvers, tin louvers, and
when you opened them everything just blew in everywhere.
There was no running water, your hand basins were just basins
sitting on a table.28
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One of Margaret Hopcraft’s (Ahern) concerns was the threat of cross infection, and
the almost impossible task of keeping the ward clear of dust particles. She certainly
remembered the problems created by the louvered windows:

If you had the louvers open to let the air in, it also let the rain in.
And when the wind was blowing, which was ninety per cent of the
time, it let the sand in. So you would be forever sweeping out water
or sand, depending on the season.29
Hopcraft’s second concern was the efficient workings of medical machines,
particularly if needed in an emergency, and certainly the safe wiring of the operating
room. She also remembered not only the difficulties posed for operating theatre staff
by an intermittent supply of electricity, but also
… that neither of the operating tables was earthed. I had to
get the engineers in to earth the tables before I considered
them safe. They used water pipe, and they went down through
the floor of the theatre about thirty feet before they struck
rock, so that they could say that it was earthed.30

The first four nurses, including Hopcraft, who set up the professional and clinical
environment of 8FA were regarded by their peers as ‘trail-blazing’.31 For example,
Pat Gibbons (Ferguson) and Anne Healy (Hall), who came with later contingents,
believed that the first contingent,
… had a rough time. It was certainly the highest standard of
medicine that I’d ever seen, the patient care and the stuff we
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had to use and the unavailability of everything meant that [a
small] number of people had to do the work.32

1AFH was completed six months after the arrival of the first team. It had 110 beds
with 50 in the medical ward, 50 in the surgical ward and 10 in intensive care. Not one
member of the RAANC complained of the new hospital conditions, equipment, linen
drugs and the work, even though the hours were long, particularly after Dust-Off and
during the Tet Offensive. Patricia Kennedy (Yorke), for example, thought the hospital
was ‘very modern and well equipped’, even if it lacked hot running water in the
wards.33

The women noted how the monsoonal climate played havoc with working conditions
and the care of patients, including the treatment of burns with the open method, or
delayed primary closure, leaving the wounds susceptible to the sand, dirt and
mosquitoes. Yet others, such as Mary Divine (Page), also remembered the clinical
methods that were pioneered in Vietnam. One was the treatment of burns with
sulfadiazine. ‘That sort of thing we were using for the first time’, she said.34

The interviews with the RAANC nurses reflected the breadth of their nursing
experience in Vietnam, a steep learning curve for some, coping with the unexpected
volume of acutely wounded and medically sick patients, and the severity of their
injuries .

Patricia Kennedy (Yorke), for example, worked on the medical and surgical wards
and remembered that there was
… a lot of tropical medicine with malaria and the various
PUOs [pyrexia of unknown origin] and the sexually
transmitted diseases were rife and rampant –some of them
were incurable.

The surgical nursing was profound with

incredible injuries that the troops sustained from mines,
32
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penetrating gunshot wounds going through a jaw, through a
lung through an abdomen, and multiple limb loss. When they
came in, they were brought to the area called triage. They had
their initial debridement in the operating theatre and sent to
the wards with open wounds. Two to three days later they had
DPC –a delayed primary closure- because if you missed
something and you closed it up, then you could end up with
this dreadful infection.35

Kennedy remembered the procedure for treating the wounded.

When they came in, they were brought to the area called triage.
They had their initial debridement in the operating theatre and
sent to the wards with open wounds. Two to three days later they
had DPC –a delayed primary closure- because if you missed
something and you closed it up, then you could end up with this
dreadful infection.36

Ann Lee (Wright) worked as a junior nurse in the triage section. Although she had
had experience in ICUs in Australia, she was impressed by the proficient way in
which the hospital worked in the triage ward of the hospital. From the time the siren
indicating Dust-Off sounded, she said,
When you’d get the radio message to say how many were
coming, you would just start the drips running and be ready to
go when they came in. The boys would just cut all their
clothes off, have a look at their backs and then put in a CVP
(central venous pressure). The guys from the blood bank
would be standing behind you and they were up and running
while they went off to cross-match. That worked really well
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For Christine McMahon (Buchanan), however, the work in triage was
new and somewhat confronting. As she explained, before her first
experience, ‘I did not know how I was going to react or how I should
react’, and being confronted with a number of seriously injured men
produced what she described as ‘mixed feelings’. She added, ‘I did
what I had to do and then I buried the images and feelings.’37

The next stage in the triage procedure was the operating theatre. Margaret Hopcraft
(Ahern) was an experienced theatre sister and she believed that experience back home
prepared her for this work. She dealt with patients with injuries from ‘mine blasts and
high powered weapons and the sort of damage they could do.’38 She learnt very
quickly to insert one or multiple intravenous needles into one person, noting ‘you do
and think about it later, if you think about it at all.’39

The malaria crisis of 1968 was a major problem for the medical staff at 8FA and
1AFH. The onset of the epidemic was insidious with seven cases recorded March and
April and 20 cases in July. By the end of the year, 2173 patients had been admitted to
hospital with vivax or falciparum malaria or pyrexia of unknown origin (PUO)s.40
Dianne Badcock (Lawrence) remembered the ‘medical ward [where] you couldn’t
move for stretchers.’41 Jean O’Neil, Marie Findlay, Pam and Geoff Barlow were
proud of the way the nurses accommodated 230 patients in a hospital with only the
capacity for 100 beds during the epidemic. ‘We took over buildings and double beds’
they said, remembering that ‘it took two hours to distribute the treatment’.42

The nurses, of course, worked under the supervision of their matron who carried a
great deal of responsibility in terms of ward organisation and coping with new
situations. Jean O’Neil provided an insight into what that could entail. She had to be
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able to see ‘at a glance how many nurses were needed in various wards of the
hospital.’43 Dust Off was both difficult and tiring because she was notified of every
impending procedure.

I had the only phone, which was by my bed, and I was in radio
communication with the choppers, advising us of how many
seriously and dangerously ill patients were coming in.44

She also had clear memories of the evacuation procedures accompanying the tidal
wave threat discussed in Chapter 5 and discussed her role in the evacuation with a
sense of pride and professional satisfaction:
We’d just moved up to the messes—the sergeants’ mess, the
officers’ mess, cooks, everyone. We did evacuate the hospital
in 20 minutes. Anyone who could walk, walked, anyone that
had to be littered was littered. So we got them all up there,
and for the next hour and a half we stayed.45

To her, it was a matter of organisation, even for a patient with a fractured femur in
femoral traction.46. ‘The engineers came down with a big three tonner’, she said, ‘and
the whole bed was lifted and secured to this three tonner, and he was taken up the
road.’47
She noted, perhaps wryly, that she ‘did not expect any days off.’48

As noted in previous chapters, the medical workload intensified after the first Tet
Offensive in January 1968 and continued into late 1969, placing considerable strain
43
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on the resources and personnel of 8FA/1AFH. Margaret Hopcraft (Ahern) described
the chaos and work in early 1968:

From the time we were informed of the Tet Offensive to the
time when the Tet was finished, it was a constant flow of
casualties. We would just get dust-off after dust-off, and one
time from the moment the first casualty arrived to the moment
that we had treated everyone, we’d been going non-stop for 16
hours.49

The majority of the nurses in the cohort lamented the fact that there were too few
nurses to handle the work, especially during Tet.

Figure 6.2: Hospital admission for disease and injury among Australian soldiers in South
Vietnam, July 1965 to July, 1972, (table courtesy of David Bradford, from Ekins and Stewart,
War Wounds, p. 122.)

Jean O’Neil, who led the second team to Vietnam as matron, stated that ‘definitely
[we] needed more, there’s no doubt, and if you looked at the hours we worked well
then you’d have known that.’50
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commitment to Vietnam was capped at 5000 and ‘if you wanted a nurse then
somebody had to give up one of their troops to get a nurse into that 5000’.51

In addition to the pressures created by too few nurses for the number of patients to be
treated, the nurses also had an additional responsibility, the supervision of the medical
assistants. This provoked Nell Espie, matron of a later group, to complain. Ward
sisters, she said, ‘already having to work long hours, had to cope with the additional
responsibility of constantly supervising medical assistants.’52
The nurses’ attitudes towards the medical assistants (medics) were ambivalent. When
the first contingent of RAANC nurses arrived at 8FA, there was tension between the
medics and the nurses, echoes of the arrival of the first members of the AANS during
World War I and their initial dealings with the male orderlies. Margaret Hopcraft
(Ahern) believed that the medics
… did not like us. They felt as though they were being pushed
aside. A little bit of conflict for a while, but it soon settled
down. But they did care for their patients, and they didn’t kill
any of them so I suppose they did their job to the best of their
ability and we were just able to help them polish up a bit.53

Whether Ahern was using irony, expressing irritation or was simply being
condescending to the male medics is difficult to tell, but the nurses in later groups
spoke highly of the work of these men. In the interim, Jean O’Neil, matron of the
second group, settled several disagreements with her diplomacy and efficient
management. She had been their tutor/lecturer to the medics at Healesville during
their six-week training course.54
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Despite the tension the medics did help the nurses in many ways. They worked in
theatres, the ward and ICU, and there were two medics to one sister. Ann Lee
(Wright), for example, believed that the medics
… did an amazing job, they were just brilliant. We found it
quite stressful going to triage, but the job they had must have
been a hundred times worse, and we’d had three or four years
or five years’ experience in nursing – and the ones in national
service had been in about two years or less, doing something
they’d probably never done before.55

It remains an odd fact that, in the history of military nursing in Australian
historiography, the men who nursed remain largely ignored.

Combat related danger

As noted in Chapter 5, the RAANC nurses lived and worked in the guarded Australian
compound in Vung Tau and were far less likely to face the threat to life that their
peers working close to the front line had faced in previous wars. Yet, they were aware
of the risks associated with working in a war zone.

Hopcraft, for example,

remembered that if they wanted to go into the town of Vung Tau, they ‘were always
driven by an armed soldier’.56 She described the Tet Offensive as ‘a bit scary’, adding
‘for three months we were not allowed off the base.57

Pam Barlow (West)

remembered waiting for an hour and a half in a Caribou before her flight was cleared
for take-off for a party she was to attend in Nui Dat because Viet Cong were on the
perimeter of the airfield: ‘We all knew they were there, the pilots knew they were
there’, she recalled.58
Jean O Neil’s fears were of a different nature: bombing. She often heard the bombing
by the B-52s in the Long Hai hills, which
55
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… was not far away from us, and the B-52s bombed them
incessantly where the Vietcong were. They bombed from
about 30,000 feet, and the button that released these bombs
was pushed in Guam.

I used to hope that their

communications were exact when the bomb release button
was pushed.59

Evacuation drill was part of the routine, especially during 1968 and 1969, and it was
O’Neil’s biggest worry during her time as matron. It was not the process itself that
concerned her: it was more the fact that they would be reliant upon the Civil Affairs
teams attached to the Army. She believed they did not have the training and
experience needed for the task, unlike the regular Australian army:

You always wondered about your own evacuation because it
was Civil Affairs that were to get us out, because everyone
[the Australian Army] was committed to battle.

If an

onslaught had come then they were all committed. Therefore
it was the Civil Affairs team that was to get the nurses out.60

Changing cultural contexts

Isolated in the compound at Vung Tau, the Australian army nurses might have
believed that they had little clinical association with the Americans, yet, as noted in
Chapter 5, when the medical teams ran out of blood, the American supplemented their
supplies, and during the malaria epidemic the latter found extra supplies of Dapsone.
The Australians’ dependence on the Americans was also made abundantly clear when
the supply lines to the US medical supply depot at Long Binh were cut during Tet.
And, as noted in Chapter 5, the closure of the 36th US Evacuation hospital in Vung
Tau in October 1969 added to their workload. Jean O’Neil, however, did remember
the importance of the clinical association between the Australians and the Americans:
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They [the Americans] would come over and take them
[patients], and bring them back three days later when we had
beds. So that was our union with them, and we didn’t have
any problems. After resuscitation the neurological cases were
sent to the American hospital in Bien Hoa.61

Few of the RAANC nurses ever met or mixed with the Vietnamese people. In part,
that reflected their isolation, in part their work as members of the military and, in part,
a lack of interest. Two of the interviewees, however, Jean O’Neil and Terrie Ross
(Roche), did become involved with the civilian population by working in an
orphanage at weekends. O’Neil often noticed that the Vietnamese nuns were not well
but did not realise how unwell they were until one collapsed one day: ‘She was
cirrhotic of the liver from deprivation more than anything.’62 O’Neil was deeply
affected by the plight of the Vietnamese children in the orphanages.

I looked at adopting a little boy called Geup, and whilst the
laws of this land said that I couldn’t adopt him because I was
single, I thought my brother would adopt him and then I could
have him. But there was so much corruption, that the Red
Cross man said it would cost you $1000 to even speak about
it.63

The frustration, even bitterness, which this situation caused, was evident in the way
she finished this part of the interview: ‘You’ve got to give up these ideas of trying to
save the children.’64

Ross remembered one boy and the impact he had on the small hospital staff. Mot was
a seven-year-old orphaned Vietnamese boy. He was suffering from anaemia when he
was captured by Australian troops, carrying ammunition for the Vietcong. They

61

ibid., p. 9.
ibid.
63
ibid.
64
ibid.
62

153

brought him to the hospital for treatment. His recovery posed a quandary as Ross
recalled:

When Mot got better no one really quite knew what to do with
him. So he lived with us for a long time. He used to be taken
in [to school], picked up and taken back and collected again.
He was with us for a long, long time, months and months. An
edict came down that he wasn’t to stay any longer. It was a
Red Cross thing to get him organised.65

Mot was finally sent to an orphanage. Ross still wonders what happened to him.

Figure 6.3: Christmas 1967. Mot, a seriously ill Vietnamese orphan was nursed back to health
and befriended by the staff (Biedermann, No Tears on My Pillow, pp. 98-9).

Yet, the Vietnamese people were also the potential enemy in a guerrilla war and the
nurses had, at times, to deal with Vietcong wounded. Shirley Southwell, as a matron
dealing with the consequences of battle, was honest in her feelings: ‘We had several
prisoners in ICU, and we cared for them, but that did upset me a bit, particularly if
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they and the boys coming in had been in the same engagement, and particularly if
their mates had been killed.’66

Figure 6.4: Di Lawrence at the bedside of a Vietcong POW patient in the intensive care unit.
(Biedermann, No Tears on My Pillow, pp. 98-9).

Trish Gibbon’s (Ferguson) brother was fighting, and her words are more emotional
than Southwell’s. She said to Ann Healy (Hall):
We’d just call them Charlie, and [we’d say], get out there and
fight Charlie. We didn’t hate them, because [we] thought [we]
were superior. I guess you really didn’t hate them.67

Their reluctance to speak openly about their views may well have reflected the fact
that these women were interviewed two decades after they had served and that the
views they may have held then had changed.

Or it may have reflected the

reconstruction of memory and retrospectivity discussed in Chapter 3. Ross, however,
offered a different insight into how many of the nurses may have felt when nursing
the enemy.
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I used to feel terribly sorry for them. We had a woman. We
used to buy her lipstick and look after her.

We’d spend

considerable amounts of money on getting them on their feet
and I think the Koreans shot them.68

Sisterhood and leadership
One of the elements in Australia’s military nursing tradition identified in
Chapter 4 was the camaraderie, or sense of sisterhood, formed between
nurses working in a war zone. These supportive networks were based in
the nature of their work and the close friendship of a team helped relieve
some of the fatigue and emotional tension associated with war work. That
was clearly evident in the interviewees used for this thesis. Margaret
Hopcraft (Ahern) for example, believed that the five nurses in her group,
including the New Zealand nurse, formed a very close bond. She said,
‘we became more like sisters – it was really close knit. We could talk
about whatever we wanted to talk about with each other—we still can.’69
Similarly, Di Badcock (Lawrence) often talked to her colleagues in her
off-duty hour, and she believed that was how they supported each other.70
Jan McCarthy summed it up this way:

We were a closely-knit group with traditions and a corps
background. We relieved our stress levels by discussing our
patient’s injuries and we felt we gave each other support.71
One interviewee, Pam Barlow (West)72 remarked upon the capabilities and leadership
of her leader, Jean O’Neil. However, the evidence stemming from the testimonies of
Jean O’Neil and Shirley Southwell reveals that both women were decisive,
hardworking and well respected.

Their relationship with their nurses appears to be
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closer in terms of friendship and camaraderie than that of their predecessors, probably
reflecting the smaller number of nurses deployed which in turn created a different
social dynamic in their military nursing environment.

Leisure

The members of RAANC had restricted leisure time. The pressure of work curtailed
their free time and they were confined to the compound for their safety. They did,
however, attend parties and barbecues in the compound, occasionally flew by
helicopter to Nui Dat for a party, and attended some American parties and clubs. 73 Di
Badcock (Lawrence), however, preferred to go to the Back Beach in her time off, and
get a surfboard and head out for a paddle and swim.74
Although civilian aid nurses were also stationed in Vung Tau, only Jean O’Neil made
any sustained attempt to link the two groups. She spoke warmly of her frequent visits
to the civilian aid team’s residence at the weekend.

They came out to the mess, and we went in there for tea or a
Sunday barbecue. Sundays were the only days you could
really do anything, and that was if the hospital was quiet. We
did try to find some relaxation every Sunday and we went to
the team’s barbecues and that was very pleasant because a lot
of them were reserve army and a lot from Sydney.75

Conclusion

The interviews used in this chapter show that these women were the direct legatees of
a tradition and how that tradition contained continuities, the capacity to adapt to suit
the particular conditions in which the women found themselves and change. The
women’s motivations varied from a sense of duty, a desire to serve one’s country and
to care for Australian troops to family tradition and even, in one case, the sense that
73
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this was a once in a lifetime opportunity. The women adapted to the conditions in
which they found themselves, much as their sisters had in previous wars and, like
those in previous wars, found the intensity of the work to be spasmodic. There were
also differences, based on the particular conditions of a specific war. The women did
not serve for the duration but were rotated in and out in a 12-month tour of duty. Nor
were they subjected to the same level of combat-related danger as the women who
had served closed to the front lines in the two world wars. What remains intriguing,
however, in the testimonies of the nurses used for this chapter was the unusual
situation where a young refugee lived in the ward for months and was cared for by the
sisters and the way that a nursing leader took the unprecedented step of making
formal plans to adopt a Vietnamese orphan.
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Chapter 7: The Civilian Aid Nurses Remember
‘The value of people, the value of family, the futility of war from all sides: the irrelevance of
possessions – they’re only there to be used’.1 Jenny Leak’s lessons from her service in
Vietnam:

This chapter examines the interviews of the 15 civilian aid nurses who served a term
of duty in Vietnam under the SEATO aid program from 1964 to 1972. Six nurses
were personally interviewed and the remaining nine transcriptions come from the
archives of the AWM. These civilian nurses were not unlike their army counterparts
when they immediately responded to the call for service in Vietnam. The nursing
positions were advertised in their metropolitan hospitals under the directions of the
DEA, the governmental department responsible for the aid program. They were
responding, of course, to a call for humanitarian aid, not to nurse military casualties as
the women in the RAANC did. Yet these women lived and worked in the middle of
the guerrilla fighting that characterised the Vietnam War and they did treat combat
related casualties. To date, this thesis has suggested that that the civilian aid nurses
had either inherited, or adopted, the traditions associated with Australia’s military
nursing history, even if the focus of their nursing care was not the Australian soldier.
This chapter will argue that if one sets aside the obvious difference evident in terms of
the focus of nursing care and examines the motivations that led the civilian aid nurses
to volunteer, their working conditions and the difficulties they faced, as well as their
attitudes towards their work, then the parallels between the two groups are striking.

Motivations

Like the army sisters they were motivated by a sense of duty, an opportunity to test
and extend their clinical skills and to seek an oriental adventure in a Southeast Asian
country. But, there was one different aspect of their motives. They essentially
volunteered to help the disadvantaged people of Vietnam. When Dot Angell was
questioned about her motives to go to Vietnam she replied she wanted to ‘care for
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disadvantaged people.’2 Canny Coventry believed she ‘could help these people in this
horrendous time and in some way make a little bit of a difference.’ 3 Before going to
Vietnam, Jenny Leak saw her service as a challenge, because it was a different area of
nursing. ‘It was an involvement with humanity in a different setting.’4 Later, in the
post-war period, she realised that her belief in her ability to see these people have
better health and recovery was ‘naïve.’5 Norma Von Clinch, also saw an opportunity
to help disadvantaged people of a third world country because ‘they badly needed
help.6 Jenny James believed that Australia was ‘compelled politically, particularly
from a humanitarian point of view’7 to send civilian medical staff to the war zones.

Several senior nurses saw service in Vietnam in a more realistic light than some of the
younger volunteers because they had experienced nursing overseas in third world
countries. Three women had nursed in New Guinea. Norma Von Clinch was one and
had ‘loved the work, helping people there that badly needed your help’. To her,
Vietnam was ‘the same sort of thing’.8 Marita Mulcahy was another, and for her
Vietnam offered her the chance to complete what she saw as unfinished work:

I enjoyed my work in New Guinea for nearly three and a half
years, but came home too early. I’d left in a hurry and I was
very restless and wondering what I would do with myself
when they put a notice on the board looking for volunteers. I
thought that would be similar to New Guinea.9

Helen Banff had already had some knowledge of what combat and nursing could
mean, as well as conditions in what were then regarded as third world countries. She
had ‘dealt with the results of local battling and battering of each other by the locals’,
and she had worked with ‘starvation and disease under very primitive conditions’. She
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felt that she was prepared for Vietnam and stated, ‘I did not experience cultural
shock.’10

Other civilian nurses claimed that it was a sense of duty and patriotism that led them
to volunteer. When Jan Allen, for example, explained that she had volunteered
because she felt it was ‘an honour to be a participant in one of Australia’s overseas
wars’,11 her words echoed those of the World War I nurse, Kit McNaughton. The
experiences of the nurses during World War II also played its part in motivating some
of the civilian aid nurses to enlist. The experience of the nurses, who were prisoners
of the Japanese, and particularly Vivian Bullwinkel, were well-known heroines to Jan
Allan and Jane Bell, and Allan12 recalled that she had been inspired by White
Coolies13 and A Song of Survival.14 Allan also added that many of the senior sisters at
her training hospital, Repatriation General Hospital, Concord, had influenced her
thinking and motivations. Sister Brown, for example, had been marooned off the
coast of Crete during World War II, and Sister Quinn had managed a medical unit in
the Korean War.15

The majority of the civilian aid nurses selected for the SEATO teams were
experienced sisters in their large city hospitals. Several had diplomas from their
respective State colleges and the majority had pursued post-training courses in
midwifery, ICU and operating theatre techniques.

In 1964 they were in senior

positions in their hospitals, as administrators, charge sisters or tutorial sisters. They,
like their army counterparts, saw service in Vietnam as an opportunity to demonstrate
their professional capabilities to the Australian society. This was a time when nursing
had yet to be taught in Australia’s universities, and a time when the practice of
nursing was becoming more technical and nurses were taking on heavier medical
responsibilities: Canny Coventry,16 Norma Von Clinch17 and Robyn Anderson18 were
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senior sisters at the Alfred Hospital, Melbourne.

Jenny Leak19 was matron of

Wakefield Hospital in Adelaide, and Mair Jones was in charge of the theatres at the
Royal Prince Alfred Hospital in Sydney. Jan Bell was selected because she had
theatre experience in Australia and overseas.20 Jenny James completed her Teacher’s
Diploma at the College of Nursing. She not only saw time in Vietnam as ‘exciting’
but offering her the opportunity to enhance her professional growth to share her skills
with nurses in South Vietnam. She said,

South Vietnamese nurses had no formal education; no books,
very little training, and I thought that my teaching expertise
would enhance their nursing skills. It was an idealised view
about the contribution that nurses could give the war effort.21

Her clinical experience and post training qualifications guaranteed her a place in
Doug Tracey’s team.

A significant aspect of nurse training and work is the cohesion of the team, and nurses
in the majority are attracted to a group in which their friends and working colleagues
are involved. Jill Storch was no different when she volunteered to go to Vietnam
because she knew the senior sister of the civilian aid team.
I had been working at Royal Children’s Hospital in Brisbane
and knew the nurse who was going to be in charge of the
team, who ‘asked me if I’d like to go’.22

Janet Brewster was inspired to volunteer after reading the letters the current team sent
back to the theatre staff at the Royal Prince Alfred Hospital, Sydney.

I was at Royal Prince Alfred Hospital in Sydney, doing my
theatre training, when an actual team went from Prince Alfred,
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and they’d write back to the theatres, and I naturally would
read them too.

Just their experiences and the rewards I

decided [then] that would be just for me: [that is] to go to a
third world country and do some nursing.23
Mair Jones24 was charge sister of the theatres at Royal Prince Alfred Hospital, Sydney
and had worked with the senior surgeon, Don Sheldon, when he asked her to join the
team they were organising, and, as noted in Chapter 1, she accompanied him to South
Vietnam in order to make a quick reconnaissance of the hospital before the official
arrival of the team.25 Similarly, Jenny James26 said that she volunteered, so she could
work with the Prince Henry surgeon, Doug Tracey. ‘He was and still is an admirable
man and it was a privilege to be part of his team.27 Canny Coventry,28 readily
accepted the request to serve in Vietnam, with one of the first teams in Bien Hoa,
because she had high regard for the organisation and clinical skills of Bill McDonald
and other members he selected for the team. The repetitive use of ‘we’, in her
statement ‘we have a big job to do we weren’t fearful because we were in a team,’29
reveals the cohesiveness of this team.

Some nurses were personally selected because of their leadership, organisational and
clinical skills. Jones was no different to the other nursing leaders in the Vietnam War.
She was a mature, professional woman who had pursued advanced education and was
a respected charge sister and tutor at Royal Prince Alfred Hospital, Sydney and at the
NSW College of Nursing in operating theatre techniques. She approached her war
service with practical expectations about the work and conditions. This attitude and
personal preparation30 differed from the naïve and somewhat unrealistic expectations
of younger nurses applying for posts in Vietnam.
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Sheldon’s proposal, she had no naïve expectations about nursing in the Vietnam War.
In World War II, she had experienced the bombing, the danger, excitement and
disturbances of war, ‘during her time at University in the south of Britain, where she
was doing pharmacy.’31 She considered that, at the end of World War II, she would
be better placed career wise if she did nursing rather than pharmacy. Mervyn Smith,
the surgical team leader selected Jenny Leak because she was matron of Wakefield
Hospital, as mentioned above. She accepted the position without much knowledge of
country and conditions, which she later lamented, because when she arrived ‘she
realised just how little she knew.’32

The lure of adventure in an exotic Southeast Asian country was evident in most of the
interviews. Jan Bell was very open about it. Service in Vietnam was her opportunity
to have what she later called ‘a life changing extraordinary adventure. I say adventure
because I was in my twenties and life was an adventure.’33 She had previously
worked overseas in England and Canada, and upon her return she was attracted to the
opportunity to work in an extraordinary location where, as a female professional, she
believed she could use her skills and expertise.

A unique reason why several nurses, including Jan Bell, applied for a second term in
Vietnam related to the care of the South Vietnamese children. The Vietnam War was
the first time a large group of civilian nurses cared for a local population in a combat
zone. They became intensely and emotionally involved with these war-traumatised
children. Bell stated that she ‘returned to care for the children she had nursed for
several months in Ba Ria and Vung Tau.’34 The pause at the end of her answer
indicated that she felt some emotion remembering particular children. Mair Jones told
a similar story about one of her fellow team members, who left the civilian service to
join the RAANC, so that she could return to Vietnam to care for the children. 35 The
histories of military nursing have paid scant attention to the maternal instinct of the
nurses beyond the discussion of the use of the term ‘boys’ to discuss the wounded
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men discussed in Chapter 4. It is a powerful emotion, particularly when children,
many of whom were patients of the civilian aid nurses, were orphaned, badly
wounded, maimed or destitute. In the eyes of nurses like Bell, they believed that they
were, at that time, the most vulnerable children in the world.

Work

As discussed in the previous chapter, the nurses were surprised and also discomforted
by the effect the climate had upon the land and the living conditions, especially in the
delta region. Barbara Sutherland arrived in Long Xuyen, in this region, at the end of
the Monsoon season in October 1966, and she was taken by surprise at the sight of the
Mekong Delta, which was ‘a sheet of water’, where people were living under
‘extremely difficult conditions’. That included the nurses.

The water was several feet deep, and the only way to get to the
front door was via planks on drums…Our kitchen was
flooded, the bedrooms were flooded, the hospital was flooded.
I walked through ankle deep water just to get to the hospital.36
Long Xuyen’s monsoonal climate, with its high temperatures, high rainfall and
subsequent humidity affected many team members. They suffered from dehydration
and fatigue. This physical problem was exacerbated by the fact that they could not
drink the water or eat the ‘icy poles’37 that the children gave them. The infected water
in the ice blocks brought on diarrhoea, so several members lived on bottled drinks
when the food supplies arrived from Saigon. The oppressive conditions induced
excessive perspiration and depletion of salt from their bodies. Some members in
Long Xuyen took salt tablets every day. Sutherland remembered that ‘they were just
on our table with our food,’38 presumably courtesy of the Americans.
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Bien Hoa was equally as uncomfortable, but was also extremely ‘hot and dusty’ 39and
the noise of the nearby American air base irritated the Australian personnel. They
also complained of the oppressive heat and perspiration. Norma Von Clinch tolerated
‘the scorpions in the bedroom.’40 Robyn Anderson did not complain about the high
humidity as such, but rather ‘the silly little white nylon uniforms. ‘By eight thirty in
the morning’, she said,’ you could pick up the bottom of your uniforms and scrunch it
and have sweat run out onto the floor in a puddle.41

The high humidity also played havoc with the setting of plaster casts, which did not
allow effective bone grafting or a leg to be set straight.

Anderson recalled her

improvised procedures.

We had real problems with plaster because the humidity got to
the plaster and it would never set. You’d put on the plaster and
it could be wet still in two or three days time. One time, we
put on this hip spica, and as we stood and watched it the leg
bowed where the piece was missing. So we had to take the
whole thing off, and then we had to go and hunt around for
suitable pieces of steel, which we buried in the plaster to keep
it rigid.42

The provincial hospitals throughout South Vietnam had been built by the French
colonists in the nineteenth century. They were single level pavilions connected by
walkways and paths, but by 1966 they were run down, shabby and stank of ‘nuoc
mam, fish sauce’43 Many civilian aid nurses used one uncompromising word to
describe what they found – ‘filth’.44 Canny Coventry was in one of the first teams to
arrive in Bien Hoa, in January 1966. She faced the enormous task of preparing the
Bien Hoa hospital for subsequent teams by cleaning, scrubbing and organising the
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theatre suite and separate anteroom in the foyer, to avoid cross infection, and prepare
for heavy admissions.

When we went into the hospital and had a look around. The
operating suite hadn’t been used for ages so that was a mess. I
went to the instrument cupboard and there were a few
instruments and about 30 pairs of duck billed specula, which
are for gynaecological work.

If it had not been for the

Americans, who befriended us at this stage, I don’t know
where we would have been. We had to go to this huge store in
Saigon, and I chose a lot of instruments so we could start
doing some sort of abdominal surgery and plastic surgery.45

Figure 7.1: An aerial view of Bien Hoa Hospital in 1966. Key: 1.Outpatients department. 2.
Private Ward. 3. Maternity Ward. 4. Laundry and prison ward. 5. Surgical ward. 6. Surgical
suite. 7. Children’s ward. 8. Medical storage. 9. Female surgical ward. 10 Military ward. 11.
Male surgical ward. 12. Female internal diseases ward. 13 X-ray department. (Photo courtesy
of Norma Von Clinch).

Coventry and her fellow nurses adopted the attitude ‘we’ve got to get on with it’46
and, to do that, they had to rely upon their own clinical improvisations, much as

45
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Robyn Anderson had done. In the situation where there was no water they washed the
children and ambulant patients from the outside taps, and carried buckets of water
inside. When thieves took the generator at Bien Hoa, and there was no supply of
electricity in the operating theatre, Coventry said they improvised and the surgery
‘really was Florence Nightingale by torch.’47

The team members created a recovery room in the foyer of the theatre, and eventually
nursed patients on stretchers on the floor. When the blood supplies were low or nonexistent, the team would approach the troops of the Australian and US Forces and the
troops would donate blood. Later when these supplies ran out the teams would
persuade the ‘Vietnamese patients to donate their blood.’48 Many times the American
hospital gave the provincial hospital in Bien Hoa supplies of linen, swabs, drugs and
blood. Even though some of this blood was old, they did not lose a patient. When the
teams ran out of supplies of bed linen before they were supplemented by the
Americans, they used old newspapers, and discovered that the Melbourne Age was the
most satisfactory because it shed less ink.49

Von Clinch was also responsible for the purchase of surgical instruments, linen,
drapes and swabs. She became frustrated at the bureaucratic process she had to go
through to buy supplies from the Phu Tho Depot. She finally resorted to bribery and
pilfering by befriending the American Air Force Police, and offering them cake. She
explained that they in turn, diverted the attention of the doorman with conversation
and cigarettes, ‘then I slipped past and filled my bags with what I needed in the
warehouse.’50

She did lament the fact that they had to re-use intravenous sets on

several patients, but explained that ‘you just had to make do and let standards slip, but
when the electricity stopped it was difficult to use the suction apparatus that cleansed
the wounds.’51

It is not surprising that in the monsoonal climate of Vietnam where there was a lack of
drainage and sewerage facilities, frequent flooding, dirt, scum and rodents, all strains
47
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of infectious ‘diseases were rife.’52

The Australian nurses, deployed to these

provincial towns were experienced professionals, but they found the medical scene in
the hospitals quite a shock. It is little wonder that Jenny James’ Infectious Disease
textbook was in high demand by team members53 because many had not encountered
some of the diseases, such as tetanus, in children. Jenny James explained that,

The Vietnamese women did not have babies in the hospital.
Very soon after the birth of the baby, the civilian aid nurses
would be treating the neonate for tetanus. This disease came
about because of the ancient Vietnamese custom of dipping
the raw end of the umbilical cord in faeces. Subsequently the
baby became infected with tetanus.54

Jan Bell worked in outpatients in the Le Loi hospital at Vung Tau, where she saw
between 20 and 100 patients a day, presenting with diseases such as leprosy, tetanus,
rabies and epidemic numbers of tuberculosis, never seen in the metropolitan hospitals
of Australia.

The team doctor would see the patients and then send them to
my treatment room, cum Dispensary, where I would do
various treatments, dispense medications and sometimes do
small procedures like suturing... We had a thriving TB
[tuberculosis] clinic, where I might see150 patients twice a
week and give them Streptomycin, Isoniazid and PAS.
Sometimes the instruction would read: ‘Wash this baby and
apply DDT powder’55 and of course it did not take you long to
realise that the child had bubonic plague, which was rife in
Vietnam. Sometimes a child came in with a big cap on its
head, and when you lifted the cap, there would be cow dung.
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You could not prise it off as it had hardened and the scalp
would bleed.56

The burns cases were the most difficult patients to treat for several reasons. Anderson
remembered that the tropical monsoonal conditions played havoc with their care and
‘determined the way the medical teams treated’57 the open wounds of burnt tissue.
The wounds and burns were first debrided (often in theatre). Contrary to the practices
of barrier nursing, they left the wound open for a short time with no dressings. This
procedure created a difficult clinical scenario because the wounds could become
infected from disease-laden dust or insects. The fear of cross or secondary infection
has always been a part of modern medical practice and is more pronounced in the
sometimes makeshift medical facilities associated with war. For the civilian aide
nurses working in the often run-down hospitals in Vietnam, this became a major fear
because it could lead to gas gangrene and even death for the patient. For this reason
every team member strove extremely hard to maintain standards of cleanliness and
hygiene. Mair Jones, for example, was vigilant about the care of burns cases and cross
infection, believing that ‘they were probably the biggest and most problematic
patients to watch and care for.’58 Many were the result of stoves that exploded
because the victims, or their families, had used aviation fuel, a highly unstable fuel
that was cheap and freely available on the black market. Jones, however, had never
heard of another cause for burns before she came to Vietnam: Napalm.59

Jenny Leak, in Bien Hoa in 1967, remembered the impact Napalm had on its victims.
The burns she described as ‘dreadful’ and the pain from them as ‘astronomical’. She
added that the victims ‘were determined to do the best they could and they did’.60
Robyn Anderson also remembered what Napalm could do. She told the story of the
two Montagnard sisters who had sustained horrific burns from the phosphorus and
magnesium of an undetonated flare, and then both trekked 50 miles to the hospital.
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When they got to the hospital they were still on fire, and I got
an amputating knife and just carved the tissue off. When I got
them down to healthy bleeding tissue we then did the
dressings.61

Figure 7.2: A Montagnard patient being treated by surgeon Guy Hutchinson at Bien Hoa in
1966 (McKay and Stewart, With Healing Hands, pp. 126-7).

She added that it took her two hours to dress their skin and sometimes she would still
be doing that a 3.00 in the morning.’62 At one stage she panicked when she lost the
two girls in the hospital. She later found them in the bath, debriding each other’s skin.
From that time ‘they did their own debriding and then we would do the dressings.
That went on for six months until they finally went home.’63
Jenny Leak could not forget the children and the burns, ‘which were a result of the
secondary effect from the war.’64

The burns are so horrific to see that they tend to stick in your
mind. They were all treated by the open method because
61
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that’s the only thing we could do in the climate with so little in
the way of suitable treatment.65

The SEATO teams were not responsible for the care of the Australian soldiers, but a
population, caught up in their own civil war. Thus, on a daily basis, they treated
patients with dreadful injuries due to war trauma. The wounds themselves could be
horrific. Jill Storch described what confronted her in triage during her second tour of
duty.
Mainly they were people who’d stood on mines and blown
their foot, or blown their genitals away or blown their guts
out… the biggest problem from the mines was the shrapnel.
And sometimes it would go in one side and out the other. And
you’d open them up and they’d be bleeding… all over the
place…. We did a lot of amputations. We did a lot of gut
surgery, open surgery and repairing livers and spleens.66

Canny Coventry recalled several occasions when the Vietcong attacked whole
villages,67 and the casualties, who had lost limbs and great amounts of blood loss,
littered the floor of the hospital on stretchers. Coventry remembered that the critically
ill were taken to the theatre and operated on with the limited equipment. She added
that at ‘one time, we started operating Friday lunchtime and finished five o’clock
Monday morning.’68
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Figure 7.3: The human cost of war. Children injured in a bus explosion in the foyer of Bien
Hoa Hospital in 1966 (McKay an Stewart, With Healing Hands, pp. 126-7).

The worst year for war-related injuries, and the most challenging time for the teams,
was in 1968 during the Tet Offensive. Jan Bell was deeply affected by this event
because she, and her colleague, Myra Chenery, were in attendance at outpatients and
encountered more injuries than they had ever seen in their nursing experience. They
were not concerned about the heavy fighting which they estimated to be about 20
kilometres from Vung Tau, but the volume of casualties.

Bell, along with her

colleagues, worked tirelessly for several days, at a cost. In her interview, Bell
switched from the past to the present tense.

I have never seen so much devastation. The children with
shot-off limbs… the poor little devils. We just don’t know
what is happening. Our hospital is bursting at the seams and
we are all just about ready to drop. I have just about had all
the experience that I ever want and I guess it won’t stop for a
while.69
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A decisive emergency plan was started and each member of the team devised their
individual reverse triage by the allocation of duties and improvising because of the
scarce resources available. In the outpatients’ department,

Myra and I were on triage and we assessed everyone who was
lining up outside the theatre block.

I gave penicillin,

streptomycin and tetanus injections and morphine if necessary.
It was often necessary. I wrote with a ballpoint pen of their
foreheads P.S.T.M.

Most people had multiple traumas,

fractured gun shot wounds, shrapnel wounds and associated
tissue damage, head injuries, gaping abdomens and perforated
guts. They were mostly women and children and we had the
odd VC [Vietcong] patient guarded by Republic soldiers. As
soon as a case was finished I would gather the most
appropriate patient for the next surgery each time a case would
finish or the surgeon would emerge.70

During this time, and in between emergency duties, she also looked after the patients
in Recovery, while Myra worked with the Ward patients. Later, Bell wrote to her
parents about these experiences, in particular her responsibility for the improvised
procedure of reverse triage. She wrote that she felt it was ‘like playing God.’71

Although these women were often initially appalled by the conditions they found in
the hospitals in Vietnam, they adapted. These women were Australian registered
nursing sisters, with several years experience in metropolitan hospitals, including
experience in the Casualty Wards.

Four years of basic training, post training

experience, and diplomas from post training courses, had prepared them to cope with
the unexpected. Jenny Leak described the nurses at Bien Hoa hospital in 1967 as ‘a
mature professional group who’d had quite a bit of varied experience’, adding, ‘and I
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think that was good because we did have to be very resourceful. And there weren’t
people to run and ask, other than each other.72

Dot Angell agreed. When she first visited the hospital at Bien Hoa she was shocked
by the deplorable conditions, but, she explained, that ‘within two weeks of
improvising and caring for patients on stretchers, on the floor, I learnt to adapt and
work in the best way possible.’73

Von Clinch, echoing Angell, had the same attitude and claimed,
It’s no use kidding yourself that you’re perfect. You’re not.
You can only do so much in a situation like that and what
you’ve got to do is get to and do it.74

When Robyn Anderson described her normal working day, her ward round was far
beyond what she experienced at the Alfred Hospital in Melbourne.
We’d get to the hospital by eight o’clock, and immediately do a
ward round of the whole hospital, to see who’d been brought in
during the night.

The hospital was supposedly a 260-bed

hospital. But it expanded up to 600 patients during periods of
heavy Vietcong activity. Patients came in the most incredible
state. They’d all just be plonked together either on the floor of
the male and female surgical wards or on the floor of the
anteroom to theatre, the yay da clinic. Their conditions ranged
from everything you can think of, and things you can’t think of.
Things that were beyond normal thought—people with legs

72

Jenny Leak interview with Elizabeth Stewart on 7 November 2006, AWM SO4245, p. 5.
Dot Angell in Nineteen Nurses.
74
Norma Von Clinch interview with Elizabeth Stewart on 24 May 2006, AWM SO 3990, p. 11 and
Robyn Anderson p. 4: ‘The yay do clinic was the Vietnamese jargon for the reception ward for all
patients needing immediate treatment. It was similar to the Australian Casualty Ward.’
73

175

blown off, people who were still bleeding, to someone with a sore
thumb.75

Anderson, like many of her peers accepted the challenges of the work and adjusted
‘pretty quickly’. She added,’ If you didn’t stay fluid and able to adjust at any stage,
you just didn’t cope.76
Because Anderson’s background in nursing had been in intensive care nursing, she
became involved in the triage organised by both herself and the leading surgeon. This
role, which was innovative for any nursing sister, involved the preparation and
assessment of the patients before they went to theatre. She discovered in Vietnam that
she ‘had to step up to a level of nursing far beyond anything’77 she had ever done.
When Robyn Anderson was due to return home in June 1969, she ‘was asked by the
ambassador to stay on and become the first, and one of only two, hospital chief
nursing advisors to Vietnam.’78 This role involved two aspects of nursing work. First
she travelled South Vietnam, assessing and advising the Vietnamese government
about the medical and nursing standards of the many little hospitals dotted throughout
the countryside. In this role she relied upon a network of people to help her furnish
the depleted hospitals.

I found I could do lots of things by just developing a network
of people— even the Americans.

Our own supply was

shocking, but the Americans were fantastic. By garnering the
Americans, putting them all together and getting them to work
together, you could get all sorts of things:-sometimes it was
drugs, sometimes it was beds. There were little hospitals
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functioning with no beds. How do you run a hospital without
a bed? It’s pretty hard.79

Secondly, she established a school of nursing, attached to the Bien Hoa hospital. The
tutor sisters of the Alfred Hospital sent her a curriculum and some useful material,
although she never received the much-needed textbooks she had requested. In 2006
she proudly claimed that through ‘the thick and thin of it’, the school had survived
and ‘in the last three or four years, produced Baccalaureate students.’80

Jill Storch would have appreciated such graduates in her second tour in 1972. She
confessed that she never ‘felt comfortable.’81 She was stressed and frustrated by the
lack of clinical skills of the Vietnamese medical teams and the lack of medical
standards. After two terms of duty she was quite ‘rattled and often felt that she was
like two people.’82

Combat related danger

The Vietnam War was guerrilla warfare in the provinces of South Vietnam, thus not
one region, town or village was safe from Vietcong attack. The airport, the air spaces,
the roads and the big towns were the areas fraught with the danger of potential attack.
When Jan Allan arrived at Ton Son Nhut airport, she recalled that,
… it was typhoon time and the caribous were not flying. We
had to fly to Vung Tau in a helicopter, which was very
exciting and dangerous as they fly low and skim the forests to
avoid enemy fire. It was more difficult to direct a target at the
low flying craft.83
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Barbara Sutherland was stationed in Long Xuyen, and the ‘remoteness’ 84 of this town
meant that they had to fly everywhere in small seven seater aircraft. On one occasion
she had to fly to Saigon with passports and pathology samples:

I got on the usual plane for Saigon, and we made a couple of
stops, and picked up a few people. About 14 000 feet our
engine, single engine, cut out. And we were up there.
Twenty-five minutes later we landed in a pineapple field. Our
US pilot had radioed for help and an American Chinook;
double twin rotor engine came and covered us while we
landed. The firing started from the ground, and then came
from the air. We didn’t know who was firing at whom.85

The early teams in Bien Hoa and Vung Tau had to travel regularly to Saigon to
purchase supplies, but the highways were often dangerous. Canny Coventry and the
surgical leader, Bill McDonald, often drove to and from Saigon to Bien Hoa and were
worried about their safety, ‘a couple of times’.86

Bill and I had to go to Saigon for get supplies, yet again. We
were driving down the main road after curfew, after five
o’clock, and we got shot at. I said that I wish they’d stop
shooting87

Bien Hoa was the most dangerous town in which to live and work. The risk to the life
of the nurses was always present from the early days of 1964 to the time when the
Australian and American Forces prepared to leave Vietnam in 1972. Both Maureen
Spicer (McLeod) and Von Clinch, for example, both felt threatened when they visited
the local prison to dress the wounds of the prisoners because they believed that they
had no protection from the Vietcong or the prisoners. The guard, Von Clinch said,
was ‘often asleep’. Spicer was, according to Von Clinch, ‘was quite scared at times’.
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She admitted that she ‘didn’t feel that secure myself, but I made out that I wasn’t
afraid of them.’88

Maureen Spicer (McLeod) however was afraid one evening, after theatre work, when
the staff heard an army truck pull up. She remembered when she and the staff heard
an army truck pull up.

A dozen regular army Vietnamese soldiers walked in and put
six stretchers down on the floor. One man died. They were
furious with us. So out came the guns and I ended up against
the wall with the gun there, and the Vietnamese soldier
screaming at us. Eventually we got through to them, and they
stood and watched us while we put drips and everything in the
other fellow.89

Robyn Anderson came to Bien Hoa in 1969. At this time there were far more
Vietcong attacks than in the earlier period.

Many of these insurgent activities

intimidated the team members and prevented them from walking or driving to the
hospital. Robyn recalls the evening when
… 200 Vietcong came out of the ground, out of the tunnel
system 200 metres in front of the house. We were actually
attacked for three days with small arms fire. They didn’t bring
anything bigger than that out of the tunnels.90

The Bien Hoa team members were aware of the proximity of war and they obeyed the
instructions from the surgical leader and the Australian embassy. This included
obeying any curfews imposed, even being transported from residences to the hospital
by an armoured personnel carrier if the authorities believed it was warranted.91
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Anderson remembered the time when ‘three of us were cooking by the light of the
fridge, because if we turned on a light they fired at it.’92

In 1968 a group of several doctors and three nurses from the Vung Tau team worked
at the hospital in Ba Ria, some kilometres from Vung Tau. Within six months of their
arrival the Vietcong attacked the hospital and the compound. Marita Mulcahy retold
the story about her friends stationed in Ba Ria.

The Vietcong shot up the hospital. The Vietcong infiltrated
the compound and were shooting up and round about [the
hospital].

The team went into the dugout underground and

they were hiding in there for 24 hours.93

In March 1969, the DEA received information that the Vietcong had deliberately
targeted the hospital and recalled the team to Vung Tau for security reasons.
Considering the DEA’s somewhat casual attitude towards the provision of security for
the civilian aid nurses discussed in Chapter 1, the threat must have been a serious one
indeed.

Many team members complained about a lack of preparation for their service in
Vietnam. The DEA and the Australian Embassy in Saigon, at times, were remiss in
financing the early teams, for much needed supplies, and delivering briefs about the
extent of the insurgent activities in South Vietnam. But, they did give to each surgical
leader and some members short briefings about the living and working conditions in
war-torn South Vietnam. These instructions related to the way the members should
act or respond to suspicious circumstances in the war zone. Members did take note,
and in many cases saved their own lives and those of their peers. Von Clinch recalled
the instructions about the close presence of a bomb blast.
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One of the things was, if a place was blown up by a bomb you
weren’t to go in and help survivors because they had another
bomb set to blow up the rescuers.

She added that they were warned about the late evening and night travel on the
highway from Bien Hoa to Saigon. ‘The Bien Hoa highway was our route from
Saigon to Bien Hoa and it was unsafe after dark and during siesta, and we weren’t to
drive on that road.’94
Maureen Spicer (McLeod)95 explained that there were security instructions on how to
handle insurgent activities, which, on several occasions saved many of their lives.

We were to stay together as a group, either in the hospital or in
the Australian residence. If one member was isolated from the
team it would be too difficult to protect them from an attack or
kidnapping.96

Fortuitously, Spicer had implemented these procedures when threatened by the South
Vietnamese soldiers in the incident described above. She kept the team together to
work on their patients, despite the bellicose nature of the South Vietnamese soldiers.

Jill Storch, on her return for a second tour, immediately noted how the military
situation had deteriorated. The Vietcong were gaining ground, strength and power
over the people as the Australians and Americans began to phase out, which also
meant less American aid.

There was a lot of fear around. Everyone was on their toes
about whether or not they’d [the enemy] come in. Yes. They
were coming. They were just walking. It was sort of like a
war. And it was only a matter of whether or not the decisions
were made to get out at the right time. Also the American and
94
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Australian government had decided that SEATO, which was
the organisation which the aid was being channelled, that that
aid was probably going to stop. So once the money stopped
the provision for these teams stopped as well.97

Living and working conditions were also far more unstable. Nurses could no longer
walk along the streets from the residence to the hospital in the way Von Clinch and
McLeod had ambled along befriending the Vietnamese families and children.

It was worse. The conditions were terrible.

The team

members needed to be far more cautious. They could not
walk to the hospital unescorted, and the rocket attacks
occurred on a daily basis.98

The airbase remained a target for the enemy.

The North Vietnamese used to come in at night and they
would lay all these time delay rockets and they’d go off at
about 5.30 am in the morning. Some of them would land on
the airfield… some of them landed over the top of our
building on other houses. A couple of times they blew up
houses across the street…. You’d just have to dive under your
bed.99

The emphasis on staying together as a group provided the teams with a small measure
of security. Jenny Leak discovered this situation when she left the team to work with
the Asian Christian Church in Tuy Hi.

While I was working in the clinic, somebody came running in
one day and said, ‘Can a nurse come out to the gate.
Somebody’s been shot.’ So you don’t think about it, and we
97
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did run to the gate. When we got there and went out onto the
road we couldn’t see anything.

After we came back in

somebody told the interpreter that there was a communist plot
to capture me, and that they had been waiting there and the
only thing that stopped them was the fact that I had my
interpreter with me.100

The civilian aid nurses, then, faced the dangerous conditions of a guerrilla war, often
on a daily basis, unlike their sisters on the military base at Vung Tau.

Changing cultural contexts: The military, civilians and children

The civilian aid nurses working in South Vietnam encountered, and communicated
with, the Australian armed forces, the American and Korean forces, the South
Vietnamese people and the Vietcong. Their responses to these working and social
relationships ranged from gratitude, friendliness and sympathy to fear and repulsion.

The early civilian aid teams received considerable support from the Australian Army
before the arrival of the army nurses in 1967. The construction work undertaken by
members of the RAAF and 1RAR, in their off duty hours were also a good example of
public relations. Canny Coventry recalled that they
… were lucky to have the 1st Battalion’ to help them organise
the hospital and get ready for surgery at Bien Hoa. Alec
Preece, the colonel in charge at the air base, came down to the
team’s residence and offered help. The Australian men were
brilliant. I don’t know what we would have done without
them, and also the Americans.101

Jan Bell told a similar story about the work undertaken by the RAAF and the
Australian Army who came in their off-duty hours.
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They kept our equipment working, the generator and the
autoclave. The generator was this strange metal contraption in
the yard, which none of our guys could work, and 17
construction came and got it working. They also built a toilet
and ablutions block for the patients from the equipment that
they scrounged.102

The help and support between the teams and the Australian Army was reciprocal. The
teams opened up their house to the 1RAR so they could come and sit with them and
play music and have female company. 1RAR also relied upon the medical teams to
care for the war trauma victims they discovered during their sorties. Canny Coventry
remembered the Army seeking help from the civilian aid teams in Bien Hoa, when the
Vietcong attacked a village: ‘We’ve just found a whole village and we’ve found a
whole lot of children, and we’re bringing them in.’103

On the other hand, several civilian aid nurses complained about the aloofness of the
Army nurses after their arrival in 1967. Janet Brewster (Glasson) found ‘the hierarchy
terrifically strong in the army.

We went over to see them for a visit.

It was

strange.’104 Marita Mulcahy also ‘tried to help the army nurses but they didn’t want
any help.’105 Jill Storch had a similar complaint: as far as she was concerned, the
army ‘did not understand the sort of work we were doing’. They were the army’, she
said, ‘and it was like they had the authority. They did not want us to be recognised,
because this was war, this was about army tradition.’106 Although, as noted in Chapter
6, Jean O’Neil, the RAANC matron, made great efforts during her weekend off-duty
days to visit the teams at Vung Tau, there was a loss of communication between the
Australian nurses working in the war zone, which was sad. Both nursing groups were
undertaking difficult work amidst an oppressive climate, disease and danger.
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The majority of civilian aid members felt nothing but deep gratitude for the generosity
and friendship of the American medical personnel and the armed forces. Barbara
Sutherland, for example, ‘didn’t really expect there to be so much involvement from
the Americans’.107 Robyn Anderson was glad that there was.

As mentioned in Chapter 1, Robyn Anderson was working at the Bien Hoa hospital in
1969 when she encountered a case of bubonic plague. With the timely support from
the American Forces the hospital staff avoided an epidemic. The story began one
night when she attended to a morbid infant, who had ‘those big black lymph nodes in
the groin.’108 The hospital, however, had no chloramphenicol, the drug used to treat
the disease. She went to the civilian aid store (Phu Tho Depot) in Saigon, and was
told that the drug would arrive in three months. Long before then, of course, the child
would probably be dead. Undeterred, she went to the Americans. ‘We’ve got a plague
outbreak’, she told then. The response was immediate. ‘By that afternoon,’ she
remembered, ‘I had so much chloramphenicol I could have swum in the drug.’109
Jenny James also held the Americans in high regard. ‘The Americans gave us many
things and we were forever grateful. You could actually get a jeep if you wanted one
for a case of beer.’110 Jan Bell was also grateful for the way the American doctors
helped the teams care for the children.

Sometimes American medical specialists would do outpatients
and follow up a theatre list. A young ENT [Ear, Nose and
Throat] specialist who had been drafted into the American
Army loved coming to our place where he could treat the
Vietnamese children especially those children with glue
ears.111

Von Clinch, however, was wary of the American soldiers. She told the story of her
two friends who were walking home around siesta time.
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They went into a Vietnamese shop and were talking to the
Vietnamese couple who owned the shop. Two Americans
came in out of uniform and they looked at them. They’d been
drinking and were on drugs and looked at the nurses and said
‘Round eyes’. Fortunately the Vietnamese couple realised the
girls were in strife, and the wife nicked them out the back
entrance.112

The South Koreans, however, troubled the women with their treatment of the enemy.
As noted in the previous chapter, Terrie Ross (Roche), an army nurse, had commented
on the cruelty of Koreans towards their enemy prisoners.113 Jill Storch witnessed that
cruelty first-hand when visiting the Leprosarium, where the South Koreans were
building a water tower.

A couple of nights before the Vietcong had come in and
robbed them of all their food. The South Koreans went out
and as a lesson brought in two of the Vietcong, and buried
them upside down on the periphery fence with their feet
sticking out of the ground. I can tell you that gave me a bit of
a shock.114

The one thing the nurses could never be certain of in this war was whether some of
their patients might not have been the enemy. Jenny James, for example, was rather
frank in her admission that she simply did not know, but believed that some could
have been Vietcong:

We did not know. You could not tell in Vietnam who was the
enemy and who wasn’t, or who was connected to the war.
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They could have been a South Vietnamese citizen, soldier, or
North Vietnamese or Vietcong sympathisers.115

Von Clinch, in Bien Hoa, had nursed the civilian casualties of Vietcong reprisal raids
and intimidatory tactics they used as part of their war. She remembered the villagers
who were killed and maimed when the enemy threw grenades into their bus, or
destroyed their entire village. Unlike some of her peers, however, she believed the
nurses themselves were relatively safe from specific attack by the Vietcong because
of what she saw as a reciprocal relationship. As she put it, ‘It suited the Vietcong to
look after us, because we looked after anyone that came into that hospital.116

The civilian aid nurses told many stories about the Vietnamese people, many of whom
became their patients, their friends, their hosts, their interpreters and their students.
Their words still resonate with warmth and affection. Marita Mulcahy found ‘the
people are lovely. They were always laughing and smiling and pleased to see us.’117
Norma Von Clinch said, ‘I loved the people and some of the patients were just
marvellous.’118 She talked about three people whom she would never forget. ‘We had
a little boy called Bong…a man called Tran Fan who was looked after by his
daughter, and a little highland girl, who was the only person to survive in her highland
village.’119

They were not, however, blind to what they saw as social inequities in Vietnamese
society, especially when it came to the women. Mair Jones, for example, was amazed
at the work that the women did and what they carried on their backs. ‘I am sure the
women were suppressed’, she said. ‘The bar girls were everywhere and they had to
work hard for their living and they aged before their time.’120 And many, like Jenny
Leak on first arriving in Bien Hoa, found dealing with the Vietnamese people and
patients ‘a cultural shock.’121 But she adapted, and enjoyed Vietnamese hospitality
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and celebrations. She particularly remembered a wedding. But she was acutely aware
of her lack of language training, saying, ‘[I] wished I could speak the language
because we always had interpreters and that was hazard in itself, because their English
wasn’t all that good and so mistakes were made.122

This echoes one of the major complaints of many nurses in the civilian aid teams, the
lack of language preparation. After Canny Coventry was invited to join the 1966
team for Bien Hoa, she went off to Point Cook to learn Vietnamese ‘about two nights
before we went’. With a touch of understatement she added, ‘that was not terribly
useful’. To handle that problem, in the early years, the Army sent interpreters to the
teams in Bien Hoa. Jan Bell remembered that: ‘we were assured that we would have
interpreters, and so we did, sometimes. They were particularly absent in the times of
Tet.’123 Nor were the women adequately prepared for the culture they were to work
within. Again, Coventry summed it up for many when she said, ‘So there wasn’t a lot
of knowledge about what we were going to be facing when we arrived there at that
point in time’.124
Jan Bell saw the humorous side of the nurses’ lack of language skills

We virtually had no preparation in terms of providing us with
any expertise in the language or customs of the Vietnamese
people. A brief handout advised us that the language was
tonal monosyllabic, one of which westerners found difficult to
master, and I can vouch for that. To our ears, the same word
was pronounced in seven different ways, which had seven
different meanings, which could have both disastrous and
humorous effects. The words for ‘water and urine’ to our ears
were the same, except for the tonal pronunciation, and the
Vietnamese people would go into gales of laughter when
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Australians would request a ‘glass of iced urine in a
restaurant.125
Helen Banff, however, believed that the cultural differences were too great and ‘even
though we became quite fond of each other, the gap remained unbridged.126

There was little evidence of overt racism in the interviews studied for this thesis. Only
Jill Storch noted racial tension amongst some members of the 1972 team. She
believed it stemmed from the inability of some members to cope with wartime
hospital work:

While I was there all the people I saw survived the emotional
stress of just being in this pretty full on situation. There were
two or three people who were having trouble. They showed it,
and they were very biased against the Vietnamese people.
They would refer to them as ‘these people’. They would be
very unkind about their habits or race. They were really quite
racial remarks, and I think it reflected their level of anger and
their level of frustration.127

Relations with the local medical staff, however, were not always cordial. Jan Bell
believed that the South Vietnamese medical staff only tolerated the intrusion of the
civilian aid teams on their goodwill mission. She explained why.

How egocentric of the Australian government to think that
they could place Australian teams in Vietnamese hospitals and
expect them to welcome us with open arms. Of course they
didn’t, and they didn’t want us there.

Not under those

circumstances. We had a few Vietnamese nurses working
with us, mainly in the theatre block, but for the most part we
looked after our section and the Vietnamese looked after
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theirs. This of course led to a degree of tension. Just imagine
how you would feel if a foreign group came in and took over
your place of work and tried to change your ways. That’s
what we were doing. We had to change. We had to change to
be able to work together. They were very suspicious of us.128

Jill Storch was irritated by what she saw as class interfering with good nursing
practice. She was critical of the Vietnamese nurses who refused to treat patients they
saw as coming from a class lower than their own, ‘people would have actually been
their servants or worked for them’. The patients the civilian aid nurses treated came
from the poorest strata of Vietnamese society whilst the nurses came from the middle
class and ‘they wouldn’t touch them’. That accounted for the role the patients’
families played in nursing care,129 which is discussed below.

The majority of the senior surgeons of the teams successfully managed their teams in
Vietnam and tried to adapt to the cultural diversities of the country and its customs. A
minority of older and conservative doctors, however, could not forget the structured
environment of the Australian hospitals. When they tried to manage the running of
the Vietnamese hospitals according to Australian hospital principles they confronted
difficulties. Bell stated that ‘if you did not go along with the sort of stuff [the customs
and practices as described above] you would not survive.’130 She saw also saw the
lighter side of a clash between Vietnamese culture and the conservative and
intransigent stance of one senior surgeon.

We had an old boy smoking an opium pipe and we left him to
smoke it as it was his only comfort. It was a length of bamboo
with a Toohey’s beer can on the end of it. The team leader
tried to stop the old man from smoking this pipe in spite of the
good advice from his fellow surgeons. He had probably been
smoking it for 70 years and it was probably pure opium. It
was black in colour and probably gave a wonderful sensation
128
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for anyone. The old man was perpetually in this euphoric
state and it was certainly far more effective than any pills that
we would try and give him.131

And Bell well remembered the weekend rounds and finding that the Orthopaedic
Ward would invariably be empty.

It was normally inhabited by young guys who had motorbike
accidents on their Hondas.

The patients removed their

tractions and went home, only to return on Monday and
replace the traction. The Orthopaedic surgeon found this a
novel way of treating fractures.132

The nurses also encountered medical practices based on Chinese medicine. Jan Bell
remarked, ‘That is something we got used to pretty quickly’,133 and members of the
medical teams learnt to combine them with western medicine. Some members of the
team, like Bell, actually embraced the medical treatments favoured by the locals. For
example ‘a piece of sticking plaster would be placed on the forehead to cure a
hangover.’134 Robyn Anderson was amazed by the stoicism of the people. When she
was nursing the Montagnard girls discussed earlier she said, ‘I never heard one of
them cry out.’135 Mair Jones was surprised by the physical resilience of the people:
‘We had a man who had a Gastrectomy, which required nil by mouth for three days.’
Not for the patient, apparently, because Jones added, ‘The next day we aspirated up
rice’.136 It must have been painful for the patient.

Family members often accompanied patients admitted to the hospitals. The Australian
teams quickly realised that the culture of patient care by patient’s families was
fortuitous, particularly at the busiest periods in the hospital. As Bell explained,
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The families did much of the patient care: For example, they
washed and fed the relative on their little stoves in the ward,
and they were very adept at changing Intravenous drips. If we
left the jars appropriately marked the relatives would change
them...

The relatives were also handy at suctioning

tracheotomies, emptying drainage bags and anything you
name.137

Figure 7.4: Patient care in all Vietnamese hospitals was usually provided by relatives. Here
an elderly relative feeds a child in Bien Hoa Hospital in 1966 (McKay and Stewart, With
Healing Hands, pp. 126-7).

She added that the support of the Vietnamese relatives eased their night time
workload.

Each evening about 9.00 pm the Australian doctor and nurse
would do a Ward Round; check on intravenous drips and bottles;
give out pills and injections and leave instructions for the
relatives.

Returning to the hospital at 10.00 pm was very

different from daytime. The families would have their hammocks
strung across all available spaces and often the beds would be
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occupied by two to three people. Giving out pills was a bit of an
exercise. Everyone would put out their hand. The medications
were mostly antibiotics and Aspirin and we gave to all, working
on the premise that as long as the patient received their dose it did
not matter who else did. We often ran out.138

However, the presence of family members could also pose problems.
Relatives entered the theatre to check on the progress of an operation. Bell
remembered:

If a patient died in theatre the relatives would commence their
mourning in the theatre. This sometimes entailed the lighting of
candles, and this was quite dangerous if the Anaesthetist was still
using ether and oxygen.

We learnt very quickly to move

dangerous materials out the way. You just did it. You learnt very
quickly to adjust to the Vietnamese culture.

You could not

superimpose our methods upon their traditions customs.139

Although Australian nurses had had some contact with children in previous wars, it
was rare (with the singular exception of the women who were prisoners of the
Japanese). The military nurses in Vietnam also had limited contact with children. For
the civilian aid nurses, though, nursing children was a significant part of their nursing
experience. They cared for them as patients, assessed the condition of the orphans
and taught them English. It was the children who touched many of them the most.
Von Clinch remembered them as ‘endearing and unforgettable’.140
Jill Storch, for example, had worked at Royal Children’s Hospital in Brisbane, but she
was so troubled by the war-traumatised children in the Paediatric Ward that she could
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never go there. ‘The babies in there’, she said: ‘It was just awful. It was like looking
at those pictures, those African pictures of children who were malnourished.141
Robyn Anderson was moved by the bravery of the children, and believed that ‘they
put up with things that we could never put up with’,142 and went on to tell a story of
three ‘kids’ who were admitted after they had been hit by a grenade.

Their parents had been killed, and they would have had a cup
full of shrapnel in them. We had run out of local anaesthetic,
but the shrapnel had to come out. We started with eldest of
the children who would have been about eleven. Then they put
the next child on the table who was about eight. Then the two
older girls held the baby who was about four. They did not
cry out.143

The war had produced many orphans and abandoned children, the latter often due to
the break up of families or children who were the offspring of mixed race
relationships. One of the strongest social mores in Vietnamese society was the
rejection of children born of inter-racial relationships. In South Vietnam they were
cared for by the Catholic nuns in many of the orphanages. The nurses working at the
Bien Hoa hospital often visited the orphanage next door in their off-duty hours. The
nurses not only cared for the little ones but also assessed those who were sick and
admitted them to hospital. They also provided food, dressings and bandages and
Helen Banff at one stage simply gathered up the most debilitated and admitted them
to the local hospital.144 Jill Storch was appalled by their physical conditions and the
way the children of mixed race were ‘abandoned’.145

And although some of the

nurses were prepared to accept Chinese medical practices, Jill Storch was not when it
came to the children. As she recalled,
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The first stop for most of the patients who had medical
problems was to go to the Chinese doctor. And they were
given opium.

They gave children opium.

They were so

languid they just couldn’t eat or drink or anything like that.146

Figure 7.5: Conditions in many Vietnamese orphanages were appalling (McHugh, Minefields
and Miniskirts, pp. 178-179).

Two of the nurses interviewed for this thesis became so fond of the Vietnamese
orphans that they attempted to adopt the children. RAANC matron Jean O’Neil, in
particular went to great lengths to adopt a child, but to no avail. The regulations
governing adoption of children from another country proved to be insurmountable.147

Von Clinch recalled how the children became their friends.

The local school children used to come in every afternoon after
school and practise their English on us. Those school children
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and the families we met on the way—we loved them. We really
did and that was most enjoyable.148

She remembered the little girl who stayed with her father all night helping with the
dressings, and this author recalls the way the older children in the orphanage in
Vientiane in Laos mothered and cared for the younger children. But the children were
capable of surprising the women. Von Clinch was ‘shocked’ to see her little eightyear-old patient one night ‘smoking a cigarette.’149 Children, it seemed, grew up
quickly in a war zone.

Some made the hospital their home. Canny Coventry recalled a little boy, aged about
10, who had been operated on and nursed for two days. When he recovered, he would
not leave the hospital. She still vividly remembers the boy they named ‘Number One’.
‘He was the most wonderful little boy. And intelligent’, she said. He became their
interpreter when the official interpreters failed to appear (which, as noted earlier, was
only all too often). He stayed with the nurses the whole time Coventry was serving in
Bien Hoa. That was certainly appreciated. As Coventry remarked, ‘Otherwise we
would have been out on a limb again’.150

Many nurses, reflecting upon their experiences in South Vietnam, told the stories of
the children with some sadness, and often wondered what became of them. Speaking
of Number One, Coventry simply said, ‘I’d love to know where he is now.’ 151 Yet,
they also told stories of hope, even of a small miracle as Jan Bell remembered.

One young woman had very severe injuries, one fractured
skull, a chest injury and fractured pelvis. She was bleeding
and she was unconscious. I repeatedly placed her at the end of
the triage queue. But somehow she made it into theatre and
into recovery. Also in recovery was a little boy who had head
injuries, and Myra thought that he looked like another little
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boy in the ward. We put them on the bed together and they
were brothers. The young woman began to stir, possibly at
the sound of their voices, and we put them on her bed. She
was their sister. By this time we were all weeping. The entire
family, eight kids and their parents were at their home when it
was bombed. The roof caved in causing the head injuries.
The young woman survived. She was a local schoolteacher
and many months after Tet, the family visited us.152

Group Dynamics

The deployment of the SEATO civilian aid nurses in the provinces of South Vietnam
was a new working arrangement for Australian doctors and nurses. The DEA, the
department responsible for the Australian government’s external aid programs,
stipulated that the 13-member team should live in a team house, where there was
provision for servants, guards and the use of an official car. This meant that the five
doctors, five nurses, one radiographer, one laboratory technician and one
administrator would live together in the same house.

The arrangement was

experimental. In Australia, doctors and nurses worked together in a strict hierarchal
system, but they did not live together, unless as a married couple. Surprisingly the
experiment in the early years worked quite well because the team leaders such as Bill
McDonald, Mervyn Smith and Doug Tracey put great efforts into the pre-assessment
of their hospital in South Vietnam and the selection and preparation of the team
members. Doug Tracey travelled to Vung Tau weeks before the arrival of the team to
survey the hospital and residential quarters. He later wrote to each team member
advising them of the conditions and precautions.153

The efforts paid off.

Good team bonding produced excellent clinical outcomes.

Jenny James believed that ‘it was a unique time in nursing history when Australian
nurses could work alongside Australian doctors as a cohesive and technically adept
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team.’154 Jenny Leak remembered the way the doctors and nurses worked together
under this new system to develop new recovery room procedures.
About eight o’clock we would go back and settle the people in
the recovery room and give them medications so they’d be
comfortable for the night, and turn them, and give them fluids.
That had never been done before. That was something we
started. Not everybody wanted to do it but in the end we all
did it. It was a bit demanding for us.155

Clinically the teamwork produced some amazing break-throughs in hospital work and
achieved successes against difficult odds. Von Clinch, for example, noted the way the
surgeon John Snell worked at all jobs.
He was marvellous because if he didn’t have a lot of plastic
work to do he’d do whatever had to be done. He’d come in
and help us with whatever we were doing in the way of
dressings or anything else. The whole team was like that.156

Jan Bell spoke about the work of the plastic surgeon, Tim Furber, who
flew around the country correcting cleft lips and palates, mainly on
teenage girls and kids.

He operated on many of the Vietnamese, and there were no bills,
no fuss and his surgical procedures were quick and deft. Some of
the girls were particularly disfigured, and in less than an hour a
very presentable face would appear in the theatre. I felt that this
was a greater mileage in public relations stakes than a lot of other
things the Australian government organised.157
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Figure 7.6: A young girl, showing the results of surgery on a cleft lip and
palate, performed by Australian surgeons at Le Loi Hospital in late 1966 or
early 1967 (McKay and Stewart, With Healing Hands, pp. 126-7).

Canny Coventry remembered their first patient in the hospital at Bien Hoa, and the
way all members worked together to save a young boy who had been ‘shot by a
claymore mine’ which ‘blew his belly out’. Bill McDonald (the surgical leader) she
said ‘stepped in and asked us to save this child’. The team operated on the boy for two
days and two nights and saved him.158 As the senior nurse, she travelled extensively
around South Vietnam seeking drugs and supplies with McDonald. ‘There were lots
of things that we did enjoy about it. I mean, it was the companionship apart from
anything else.’159

One outstanding surgical leader was Hugh Dudley, who surgically removed a mortar
head from a Vietnamese woman’s abdomen. Dot Angell remembers that he refused
to place other team members in danger and ‘worked alone in a sand bagged
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theatre’.160 Jenny Leak believed that it was the team leader who set the tone for group
bonding. She referred to the way Mervyn Smith worked hard at creating a cohesive
team: ‘So what we did, we did together.’ He organised for members to work at
different hospitals for relief from the intensity of the work at their hospital (usually
Bien Hoa hospital) or to take recreational leave.161 Von Clinch added that the
cohesion of many of the civilian aid teams also depended on its members and
described what she saw as crucial elements in forming that cohesion.

All the people in the team had that attitude that we were a
team. We’ve got to make the best of this and we did. The fun
of it all was that you got letters or tapes from home and
everyone would listen. It was very much a family attitude.
We’re stuck here; we’ve got to make the best of it. Let’s do it
together.162

Members of the earlier teams speak well of the bonding of their group, but they also
had certain privileges. The more affluent Vietnamese people invited all the team
members to several formal events as Australian ambassadors. Canny Coventry found
‘meeting the locals and going to their homes for dinner, a very nice thing to do’,163 as
did Jenny Leak: ‘The food was lovely’, she said. ‘and going to the Vietnamese
families was never tedious to me.164

On the other hand, not all civilian aid team members remembered warm relationships
in the group. Team bonding was difficult to achieve for several reasons, but was
mainly a legacy of the doctor/nurse relationship from Australian hospitals. Barbara
Sutherland believed that the teams, with much younger groups of doctors were able to
adapt more easily to teamwork. Older men, she claimed, ‘found it difficult to adapt to
the situation of doctors, nurses and radiographer living and working together.165
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Jill Storch, on her second trip in 1972, believed that the cohesion of the later teams
did not match what she had known during her first tour of duty. As discussed in
Chapter 1, the early teams had been recruited from the same hospital. By 1972, they
were recruited from different hospitals across the country and team members did not
know one another. She also found some friction between doctors and nurses and the
doctor/nurse hierarchy existed, not unlike the regime at home: ‘You always knew
your place’, she said, then added: ‘Well, they knew your place and you recognised
that they knew your place.’166 Apart from the closing years of the war, the close
bonding of the civilian aid teams was successful and it was unique. Von Clinch, who
worked and lived with her colleagues from Melbourne’s Alfred Hospital, summed it
up this way.
There’s something special about people that you’ve lived
through that sort of thing with. There’s a special relationship
that you could trust them with your life.167

Leisure

Seventy five per cent of the cohort of women who told their story used for this
research honestly admitted that they volunteered to serve in Vietnam to seek
adventure – and that included playing the long-honoured tradition associated with
Australians serving overseas of becoming tourist and enjoying their leisure time.

The nurses were allowed three weeks rest and recreation during their period of service
according to the terms of their DEA contract. The surgical team leaders of the teams
were insistent that their team members have time away from the hospital and they
rostered the work of team members to ensure that they did have the chance to take
recreation leave. It was an important element in building team cohesion. Jenny Leak,
when remembering Mervyn Smith’s efforts to build team cohesion, recalled,
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We socialised in the team house together and we had people
visit us, like Americans and other people. The doctors would
sort of get to know people and invite them back and some of
the American young men. They were lonely and were pleased
for different company and something different to eat.168

When Jenny James remembered the good times of Vung Tau she smiled and claimed
that ‘they went out every night to party.’169 It would seem that there was a ‘devil may
care’ atmosphere in this war zone, which was not that, different to many war zones in
Australian history. She explained that ‘the men wanted a good time because the next
day or week they were ‘going to be killed.’170 Jill Storch also explained that
… socialising and drinking were the main ways of letting off
steam. Alcohol was a big crutch. Everybody drank. Very
few people didn’t drink and the drinking increased over
time.171

As noted earlier, there were many locations in South Vietnam that were deemed to be
too dangerous to visit, yet many nurses allege ‘that they received no briefing, either
before departure from Australia or on arrival in Vietnam about what was expected of
them.’172 Unconcerned, some nurses risked the danger. Wartime conditions did not
prevent them undertaking quite daring and dangerous recreations and explorations of
the South Vietnamese countryside. They solved the problem of getting from place to
place by ‘aerial hitch hiking’. Jan Bell was quite happy to hitch a ride in a caribou to
various areas in South Vietnam,173 or on evenings off duty, a group would fly by
helicopter to Australian and US bases for a party, disregarding the threat of enemy
shelling and tracer bullets. Several nurses from Long Xuyen and Bien Hoa flew
regularly to Vung Tau.

The town had been a beach resort for wealthy South

Vietnamese and during the war was the rest and recreation location for all armies,
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including the Viet Cong. Jill Storch’s day outings were probably more dangerous
than most:

If I could get a day off I used to go with what was called the
‘God Squad’ from the air base. They were actually army
padres, and there was a Jewish rabbi and a Catholic priest.
They used to go up to the fire support bases which were on the
Cambodian Laotian borders. It was hairy a few times when
we were hit by tracers.174

The women could also travel some distance. Marita Mulcahy, who served from
November 1967 to December 1968, enjoyed two weeks in Cambodia visiting Angkor
Watt.175

Some of the women, however, preferred quieter ways to enjoy their leave. Mair Jones
preferred to remain at her hotel in Vung Tau. Canny Coventry, as the senior sister in
Bien Hoa, preferred to entertain the American and Australian Forces because she was
grateful for their continual support, but there seemed to have been a condition she set
for the men: ‘They used to come in and have a drink, and leave their guns outside.’176

Conclusion

The place of the civilian aid nurses during the Vietnam War has always been
ambiguous and they are now seeking recognition as veterans in their own right.177 As
argued in the Introduction to this thesis, tradition does not mean the replication of
specific experiences but rather the way those previous experiences shape the response
of specific groups to a specific experience. In this case, although the focus of the
civilian aid nurses in Vietnam was on civilians, it is clear that they shared the military
nursing traditions established before the Vietnam War.
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For example, the reasons given for volunteering by the RAANC women like Mary
Divine (Page), Pam Barlow (West) and Jean O’Neil, and the civilian aid nurses such
as Dot Angell and Jan Allan, were couched in terms of duty, care and responding to a
call to serve their country. Both RAANC member Terrie Ross (Roche), and civilian
aid nurse, Jan Allan mentioned the influence of former senior sisters, who had had
experience in previous wars, when it came to their decision to go to Vietnam. This
was ‘their’ war. RAANC nurse, Colleen Thurgar (Mealy) and civilian aid nurse
Jenny James saw service in Vietnam as an opportunity to extend their clinical skills
and professional experience, either as a theatre sister in the field ambulances, or
teaching nursing to the Vietnamese nurses. Here they echoed some of the women
who served in World War I. Both Jane Bell, a civilian aid nurse, and army nurse,
Patricia Kennedy (Yorke), saw working in Vietnam as a life-changing experience.
And, for some, the war offered adventure and, perhaps, the chance to escape the
constraints of home.

Both groups of nurses faced inadequate facilities, long hours of work and treating the
casualties of war, especially during the Tet Offensive. Those who were there during
Tet remembered both the skills needed to treat the casualties and the impact it had.
Patricia Kennedy (Yorke) remembered the surgical nursing needed as ‘the most
profound thing I have ever seen in my life’.178 Jan Bell summed it up by simply
stating, ‘I have never seen so much devastation.’179 The nurses also remembered how
quickly the focus of their work could shift, depending on the circumstances. RAANC
nurse, Patricia Kennedy (Yorke) remembered nursing patients with wounds that had
penetrated the jaw, lung and abdomen to one who needed attention because he had
nicked his finger on a bayonet.180 Robyn Anderson treated patients whose injuries
ranged from ‘a crunched thumb to an open abdomen.’181 Both groups of nurses
learned to improvise the skills acquired during basic training to meet the needs of
nursing in Vietnam, much as the nurses in previous wars had done. Both RAANC
member Maria Findlay, and civilian aid nurse Jan Allan, recognised the value of that
training. Findlay put her ability to cope with the demands of nursing in Vietnam down
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to her basic training.182

For Allan, her work was ‘basic nursing care.’183

The

importance of working together as a group, a vital element in nursing in general, and
even more pronounced in a war zone, was also evident in the interviews for both
groups.

Both groups of women also shared the dangers of nursing in a war zone. Although the
members of the RAANC were far better protected in the base at Vung Tau, they still
believed they were vulnerable. As Pam Barlow (West) said, when describing her tour
of duty, ‘we knew they [the enemy] were there.’184 The civilian aid nurses, working in
the community, were of course in greater danger than their sisters in the military. And,
although a front line did not exist in the guerrilla warfare that characterised the
Vietnam War, it is difficult to escape the parallels with the nurses in World War I
nursing in the CCS, or the nurses at Tobruk and in Crete, who were subject to the
enemy’s fire. As mentioned earlier in this chapter, there was one new element
introduced in terms of Australian women’s nursing experience in war: the children.
The civilian aid nurses, of course, had far greater dealings with children than the
women in the RAANC. Yet, the affection felt for, and desire to care for, the children
crossed the boundaries between the two. RAANC, Terrie Ross (Roche) said, ‘I often
have a little bit of a worry about Mott’.185 For Canny Coventry, it was Big One: ‘I’d
love to know where he is now’, she said.186
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Chapter 8: Personal Post War Lives
‘For some reason when you’ve worked in a war torn area, it has to change you. It does.’
Canny Coventry’s final words in her interview.1

War comes at a cost, both physically and mentally, for many of those who served.
Historians now generally agree that those costs have often remained hidden when it
comes to past wars because it was once assumed that the vast majority of those who
had served returned home and resumed their normal lives. The catalyst for this shift
in opinion was the Vietnam War. This chapter examines the post-war lives of the
nurse veterans, drawing on four basic sources.
The Vietnam Veterans’ Association Australia (VVAA) in 1979 gathered the first body
of information used for this chapter. In investigating the Vietnam veterans’ claims
that the chemicals used in Vietnam caused problems with their health and their
children’s, they gathered information on health problems ranging from minor skin
lesions to cardio-vascular, respiratory, and gastro-urinary ailments, as well as cancers
and psychological disorders.2 They also canvassed the government, which led to the
1983 Evatt Royal Commission. Dissatisfied with the commission’s findings, they
continued to lobby successive governments, which, they claim, led to the DVA’s
Health Study of Vietnam veterans in 1998.3
The Evatt Royal Commission’s4 investigation into the impact of Agents Orange, Blue
and White offered little comfort to the VVAA, because it rejected the VVAA’s case in
favour of the opposing case presented by a major chemical company. It referred
claims of links between dapsone and a higher incidence of cancer amongst veterans to
another body, the Australian Institute of Health and Welfare, which, in 1992, found no
substantial links between the drug and a higher incidence of cancer amongst veterans.
Peter Edward’s opinion, in his essay ‘Australia’s Agent Orange Story: A Historian’s
Perspective’5 supported the opinion of the Commissions’ outcomes. He argued that
1
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no definitive evidence had been found to scientifically link Agent Orange with postwar diseases of veterans, in particular certain forms of cancer.6 Similar studies were
also being conducted in America on the extensive use of chemicals as both offensive
weapons and as a means of controlling pests during the Vietnam War and in 1994, the
US National Academy of Sciences found that dioxin, one of the chemicals in Agent
Orange, could be a carcinogenic chemical for humans. However, the report noted that
the toxic effect depended upon the duration of exposure (usually more than two to
three years). They based their findings on a study of cancer mortality in 5171 workers
in 12 plants in the United States who had been exposed to dioxin
(Tetrachlorodibenzo-p-dioxin).7

The third source of information used for this chapter came from the 1998 DVA study,
which found that service in Vietnam had significant impact on all veterans (male and
female). Volume II, which deals with the female veterans alone, was particularly
significant for this research and it provides quantitative material covering the
women’s post-war diseases, their respective health problems and medical outcomes.
Its cohort numbered 223 veterans, including 47 Army health professionals, 172 the
civilian aid teams and 106 members of RAAFNS.8 The Study found that in some
areas, the incidence of specific health problems were higher than the community
average, and it identified the following medical problems amongst the veteran
community:’ chronic infectious diseases, cancer, asthma, heart disease, skin diseases,
childbirth problems and the psychological disorders of depression, panic attacks and
gastric reflux’9

The fourth source used for this chapter was the interviews conducted with the nurse
veterans. Members of RAANC spoke about their health conditions for AWM in the
late 1980s and early 1990s when their ages ranged from 44 to 48. More than ten years
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later the civilian aid nurses recorded their experiences in a series of interviews for the
AWM and this research. The interviews are used here not to affirm or rebut the
findings of the various inquiries briefly described above. Rather, they are used to
illustrate the fact that, even after the inquiries and the enormous amount of medical
research that has been undertaken in examining the link between the war and
veterans’ health issues, the veterans themselves have no common view or opinion,
especially when it comes to Agent Orange. However, it is worth noting that the
controversy stemming from the VVAA’s inquiry in 1979 has never abated and, at the
time of writing (May 2014), the AWM has announced that it will commission a rewriting of the medical component of the Official History.

Vietnam was the first time since World War I that chemicals had been used on a large
scale. In World War I the belligerents used them as a weapon of war, when mustard
and chlorine gas destroyed the lives and health of many World War I combatants.10
They were rarely used in World War II although there were isolated cases of the use
of chemical weapons by the Japanese.11 In Vietnam, chemicals, such as insecticides
were used by the Americans to control pests,12 and insects, some of which carried the
malaria bacteria. However the other chemicals, Agent Orange, Blue and White were
the herbicides sprayed regularly by US planes to clear the thick foliage of the jungle.
Claims are made that this action and the chemicals used were weapons of war because
the aim was to destroy the vegetation shield13 or cover around the enemy’s locations,
the enemy being the North Vietnamese Army and Vietcong. The offending defoliant,
Agent Orange, so named for the orange stripe painted on its drum comprised several
chemicals, one of which was dioxin. Dioxin was a significant constituent because it
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was reputed to be carcinogenic, and in public discourse, the veterans claimed that this
chemical impacted upon their health, which led to cancer in post-war years.

The 1998 DVA Study noted that one of the most dominant personal health problems
amongst the female veterans was the diagnosis of cancer, the incidence being
statistically above the general community’s.14

The women suffered from ‘skin,

breast, cervical, [thyroid] cancers, as well as soft cell sarcomas and non-Hodgkin’s
Lymphoma.’15 In 2011, the predominant illness was breast cancer, when the average
age of the surviving Vietnam War nurse veterans was 60 years. This incidence begs
the question whether the veteran’s war service was responsible or the patient was
susceptible to this disease after middle age. Both members of civilian aid teams and
RAANC, in their testimonies spoke about many factors that could have triggered their
later diagnosis of cancer. The RAANC, in particular, were exposed to the herbicide,
Agent Orange when the compound at 1ALSG and surrounding countryside were
sprayed.

They were also exposed to the daily ‘foggings,’

16

which contained

insecticides used for the eradication of pests and malarial mosquitoes.

Without

necessarily conceding a casual link between exposure to chemicals in Vietnam and
the development of cancer in the veteran community later in their lives, the DVA
nevertheless guaranteed health benefits to all members of the Australian Army,
including the nurses.

The civilian aid veterans had also been exposed to chemicals and many inferred, but
did not state, that there was a possible link between cancer and the unique
pathological aspects of the Vietnam War.

For example, Dot Angell linked the

spraying of herbicides and use of insecticides to the cancers of her friends, but she
could not scientifically prove that service in Vietnam was attributable to the diagnosis
of cancer in their post-war lives, or other health problems. In her interview, when she
referred to two friends who had died, she said, ‘Jenny was diagnosed with non-
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Hodgkin’s Lymphoma and Daphne had a hearing disability and other health
problems.’17 She was clearly linking the women’s health problems to their service in
Vietnam but could not categorically state the connection.

If she had been able to

gather a group of veterans whose cancers were attributable to their war service, then
she would have had a better case to submit to the Mohr enquiry in 1999.

Similarly, Jenny Hunter in a letter dated 14 September 2011 linked her cancer to her
time in Vietnam but could not scientifically prove that her lymphoma stemmed from
her time there.
lymphoma.’

18

She wrote, ‘I can cope with anything thrown at me, even the

Jill Storch spoke of her ‘colleague, Helen Richardson, who died from

breast cancer.’19 Robyn Anderson’s friend Helen was diagnosed with cancer, and
Robyn nursed her in ‘the palliative care period.’20

Only two of the interviewees, when they linked their health problems with their
service in Vietnam, mentioned the words, Agent Orange. Marita Mulcahy, a civilian
aid veteran, spoke about her mild stroke and blood pressure as well as her unusual
diagnosis of three cancers:
I had different things wrong with me physically. I can’t write.
I’ve got what they call writer’s cramp, and they think it comes
from some part of the brain. So who knows? That could be
Agent Orange.

I had three cancers, both ovaries and the

uterus and they said it was most unusual…you don’t get both
together.21

Margaret Hop craft (Ahern), a RAANC veteran, discussed her many cancers and
linked her ailments with Agent Orange. In 1981, at the age of 46, she was diagnosed
with cancer of the cervix. She claimed that
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… there was something in the pipeline, particularly when all
this Agent Orange business came out. There was a lot of
publicity about the women, the Vietnamese women and the
incidents of cancer of the cervix attributed to Agent Orange.22

And further into the interview she said that,
I’ve had basal cell carcinoma cut off my shoulder. I’ve had
several squamous cell carcinomas off my face and other
places. Vet Affairs knows all about my little bits and pieces
that get snipped off, because they have to pay for it.23
She was discharged from the army because of a dermatological disease of her hands,24
which she contracted while working as a theatre sister in Vietnam and was granted a
50 per cent disability pension.25

The pension was granted because of her skin

condition, yet the DVA, as she noted, paid for her cancer treatments. Although the
1998 DVA Study did not directly link the cancers of RAANC nurses to the use of
insecticides or herbicides, Hopcraft was clearly making the point that at some level
they did accept a link by paying her medical costs, which affirmed her inference that
her cancers and service in Vietnam were linked.

The second group of chemicals used in Vietnam were the insecticides, and both
groups of nurses were exposed to these chemicals. RAANC veteran, Dianne Badcock
(Lawrence), remembered the daily fogging,26 when she said that
… we weren’t exposed to a lot of the chemicals. We were
certainly exposed to what they used to call fogging, and that
22
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was for malarial mosquitoes.
they’d fog.

They would go around and

And it would come up through the walls.

Sometimes you could not see each other in the wards. I don’t
even know the chemical.27

Figure 8.1: Corporal Nunn uses a swing-fog machine to spray insecticide to kill malariacarrying mosquitoes in Hoa Long (O’Keefe, Medicine at War, p. 148).

The chemicals in the weedkillers were Dichloro-diphenyl-trichloro-ethane (DDT),
malathion, lindane chlorodane and dieldrin.28 Scientific studies later discovered that
lindane, in extreme situations, could bring on ‘convulsions. Chlorodane was linked to
the incidence of nodules in the liver, and diazinon could induce drowsiness.29 The
spraying was discontinued in 1971 when US scientific research teams looked into the
action of dioxins. It was at that time, they began to link exposure to Agent Orange
with cancer and birth defects.30

The third offending chemical in the controversy surrounding the post-war health of
nurse veterans was the prescribing of dapsone. As discussed in Chapter 5 many
Australian nurses were prescribed the drug dapsone in 1968 during the malaria crisis
as a prophylactic treatment against falciparum malaria, when the bacteria proved to be
27
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resistant to primaquine.31 Later research suggested that this leprosy drug had possible
toxic effects and was a contributing factor to haemolytic anaemia in Vietnam
Veterans. The interviewees from the RAANC used for this thesis did not report any
health issues attributable to the high dosages of dapsone, but they did notice the
physical signs of peripheral cyanosis on the fingers of their patients.

Patricia

Kennedy (Yorke) remembered that ‘they literally used to go blue.’32

When Ann Lee (Wright) returned to Brisbane she nursed a young veteran who died
from lymphoma. Her recollections in 1993 reflected the uncertainty surrounding the
possible link between cancer and dapsone. The cancer, she recalled, ‘they say was
caused by dapsone.’ Yet, she was clearly aware of the study completed by the
Australian Institute of Health and Welfare in 1992. She continued, ‘but then you read
studies of it, the Dapsone Study here, that says that isn’t right’, then added, ‘but that’s
what his oncologist told him.’33 Even the medical experts, it seems, were divided in
their opinions. In 2005, the DVA published the outcome of their Dapsone Study into
the morbidity of Vietnam veterans. The Study confirmed the findings of the 1992
study: there was no sustainable evidence that there was a link between the drug and
cancer.34

One ailment that affected both RAANC and civilian aid nurses was fatigue. They
described symptoms of this problem immediately after the war and during the postwar period. When Jill Storch talked about her health problems she said that ‘a lot of
it’s still there, and I’m sure it’ll be there till the day I die.’35 In the last DVA Study on
Morbidity of Vietnam Veterans: Volume II—female Vietnam Veterans, it reported
that one veteran from the cohort of 78 veterans had chronic fatigue syndrome/post-
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viral syndrome. DVA accepted this condition, which would later be put forward for
validation.36

Former RAANC, Christine McMahon (Buchanan) confessed that at the end of her 12month term of duty and in the immediate post-war years she was fatigued physically
and psychologically. Jean O’Neil, who was RAANC matron for 12 months said, ‘I
was pleased to come home, and I didn’t realise that I was so tired. I wasn’t a
thousand per cent when I came back…it really was mostly tiredness. 37

Dianne

Badcock (Lawrence) also replied that ‘I never thought of myself as being stressed.
Tired. I was pleased to come home; I was pleased my year was up. I think that’s only
from physical tiredness.’38 Similarly, Jenny Leak, a civilian aid nurse, said that ‘we
all had our moments of being tired. Just from the hours and the climate.’39 Norma
Von Clinch was one of the first civilian nurses to work in Bien Hoa. When asked
about any health issues, she was somewhat circumspect, simply stating, ‘I’ve had a lot
of things. ’40 Dot Angell was more forthcoming. She claimed that Von Clinch
suffered from an auto-immune disease and thyroid problems, which stemmed from
her Vietnam War days and she added that she ‘subsequently developed rheumatoid
arthritis.41 Von Clinch, however, did specifically mention having fatigue at the end of
her service: ‘I was very tired…I needed to go home and I knew it.’42

Other ailments also affected the interviewees. They ranged from hearing problems to
hypertension, ischaemic heart disease and thyroid problems. And again some drew a
link between their service in Vietnam and their health problems, whilst others did not.
Janet Brewster, for example, a civilian aid nurse attributed her hearing problem and
the way loud noises startled her to her time in Bien Hoa. As noted earlier in this
thesis, the hospital was located close to a busy air base and the noise levels were high.
She attributed her startled reaction to loud noises, however, to a more specific incident
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during her service. She remembered ‘climbing a fence and getting shot at.’43 Loud
noises brought back that moment of fear for her, much as the sound of helicopters
haunted male veterans long after the war. Yet RAANC veteran, Dianne Badcock
(Lawrence), who was also going deaf, did not attribute her condition to her service in
Vietnam at 1ALSG. As she said, ‘My father’s deaf and one of my sons is deaf, so
that’s very familial, isn’t it?44

Other veterans suffered from chronic medical conditions that could well have been
brought on by the stresses associated with their work. When Jenny Hunter wrote
about her experiences in Vietnam and stated that she developed hypertension, which
led onto a heart attack post-war, she was linking her service in Vietnam with these
ailments.45 RAANC veteran Pam Barlow (West) was relatively young in 1989 when
she had her minor heart attack, which she inferred could have been attributed to her
service in Vietnam. She said that, ‘It wouldn’t surprise me if my health problems
were a result of being in Vietnam.’46

But then, like many others interviewed,

qualified that opinion by adding, ‘there’s a lot of other influences involved in that’.47

Dot Angell, in the post-war years was alarmed by the health problems of many of her
colleagues who had worked with her in Vietnam. At that time she became aware that
their ailments were possibly attributable to their wartime service.

As will be

discussed below, the government did not acknowledge the civilian aid veterans as
DVA veterans. Angell then designed a website for the civilian aid veterans. It is
updated every two years. It advertises the plight of particular veterans who have been
diagnosed with certain diseases and informs readers of the progress of the team’s fight
for benefits under the Veterans’ Entitlement Act, 1986 (VEA).48
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Veterans’ children

As discussed above, Agent Orange was the term loosely given to the numbers of
chemicals (both herbicides and insecticides) used in South Vietnam, either to defoliate
the vegetation and the rainforest canopy by spraying from the air, or to kill
mosquitoes, spiders and insects, by spraying from the ground. Patricia Gibbons
(Ferguson) and Ann Healy referred to the constituents of the insecticides as
‘weedkillers.’49 They remembered ‘the little Vietnamese man who went around with
a little spray of weedkiller.’50

They thought little of it at the time. By the time

Ferguson was interviewed, however, she had read about the impact these chemicals
had had on the Vietnamese:
… the problem there is that it has gone into the soil; into the
water. But I would think that would affect the generations of
Vietnamese.

And if you see what they’ve got in their

museums now from the children that have been born in the
last twenty years…The deformed foetuses are terrible. So I
would think it would tend to affect them later on more than us
[pause] hopefully.51

Ferguson reflected the fears of some veterans about their exposure to chemicals in
Vietnam, and the uncertainty as to whether a causal link existed between chemicals
and their children’s health problems. Dianne Badcock (Lawrence), for example, had a
child who suffered from ‘a severe auto-immune disease’ until he was 14 years of age.
She did not specifically attribute the cause to chemical use in Vietnam but did note,
‘we have no family history of anything like that.52

Colleen Thurgar (Mealy), who had been a member of the RAANC and who sat on the
Committee for Agent Orange Trust Fund stated in 1991, ‘ I have too many friends

49

Patricia Gibbons (Ferguson) and Ann Healy (Hall) interview with Lynn Hemmings on 16 June 1991,
AWM, SO1522, p. 27.
50
ibid.
51
ibid., pp. 27-28.
52
Dianne Badcock (Lawrence) interview with Lynn Hemmings on 15 June 1991, AWM SO1521, p.
12.

216

who had had birth defects in their children. I have friends who had children who are
deaf and suffer with spinal bifida.53

Clearly, both women suspected that there was a link between exposure to chemicals
and the health problems of the children, yet the link is difficult to confirm. In
Australia the Veterans Morbidity report of 1998 suggested that there was little
evidence linking birth defects with service in Vietnam. The study looked at fertility
and adverse pregnancies, and the incidence of congenital abnormalities and cancer in
children of the veterans. It also assessed the sight, hearing and psychiatric conditions
of the children.

The outcomes recommended that no further investigation or

‘validation’54 was needed. Yet, the Vietnam veteran male survey by DVA in 1998
indicated that there was an increased incidence of cancers in the children of the male
veteran. The report recommended that the reported rates be validated. This outcome
had been re-assessed by the Government’s decision in 2006 to develop a research
protocol55 for a health study of the sons and daughters of Vietnam veterans. The
Centre for Military and Veterans’ Health hope to complete this intergenerational study
by 2014. There is no last word on this subject, but when looking at the testimonies of
the 31 interviewees, few reported that their children had any health problems (with the
exception of the examples given above). These findings from the personal testimonies
indicated that the nurse veteran’s service in Vietnam had no great impact upon the
health of her children.

PTSD

It is not the purpose of this chapter to examine PTSD as a medical condition beyond
acknowledging that its diagnosis is not straightforward.

Clinically, it has many

complex signs and symptoms, yet, like Agent Orange, is it now irrevocably associated
with the Vietnam War. The interviews used for this chapter reflect that simple fact.
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In the Vietnam War there was no demarcation line between the enemy and the allies.
It was a guerrilla war, where the textbook rules of engagement had changed. In the
Vietnam War combatants and nurses alike were not safe in any region, town or
village. Everyday they faced unexpected conditions, such as the sounds, sights and
vibrations of sniper fire or an explosion from a mine outside the front door. This
proximity to hidden danger added stress to their lifestyle. The day to day living near
the sound of gunfire, bombs and explosions led to continual high volume noise which
led to anxiety and constant vigilance and heightened the tension within their physical
selves. Lengthy periods of this lifestyle later affected their health and well being and
resulted in chronic fatigue, nightmares, insomnia, panic attacks and depression.

RAANC were stationed at 1ALSG compound, which was relatively shielded from the
stresses and tensions of war zone activities. The Vietcong attacks on the perimeter of
the compound and the nearby bombings and explosions were somewhat unnerving,
but the nurses often dealt with the trauma of Dust-Off, where helicopters brought in
severely injured patients, some in severely acute conditions. In the cohort of 16
nurses, many complained of tiredness after their term of duty, yet not one army nurse
openly admitted to be suffering from PTSD.

Whether they suffered from the

syndrome or not, it was common practice that they denied ever having any form of
anxiety or depression. Jean O’Neil reinforced this denial. This situation was often
related to the stigma associated with psychological problems, and army nurses were
regarded as strong women. Many of the 43 selected recruits were proud of the fact
that they were chosen because they demonstrated that personal quality.

In the

immediate post-war period many were not going to confess that they had PTSD, or
even latent PTSD. Jean O’Neil said that,
I don’t know how dominant it is. I don’t know if any of our
nurses would suffer it because they were well cared for and
protected.56
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But, there were certain details in their descriptions of their post-war health that
indicated that they experienced some painful moments of remembrances.

Jean

O’Neil, as matron of 1AFH, had the task of viewing all bodies brought to the Killed in
Action (KIA) room. She admitted that she did have flashbacks, which could be
triggered by certain events such as a funeral.

One of my tasks was the KIA room. Every soldier who was
killed must be examined and recorded. There’s so many, and
the doctors are so busy, so the CO and I used to do that job
quite a bit. This is one that I fought with later. I know
sometimes if I’m at a funeral I come back to that vision. I
never want to see a dead soldier again in my lifetime. When I
see a coffin draped with the flag, just sometimes the KIA
room flashes past me and you’ve got to pull yourself out of it
again.57

Several other army nurses also referred to episodes of anxiety and tension. Trish
Ferguson talked about
… the same recurring nightmares, usually the same four or
five [dreams]. Flash. Every time I hear a chopper I think of a
dust off and I can’t believe it. I had one bad experience. I was
crossing over in High Street towards the Prince of Wales,
across the white lines, and a chopper was actually hovering
above the casualty department over the Prince of Wales, and
that was a bad combination.

I turned off the white lines

straight into the road, to go to dust off, straight into the
traffic.58

Christine McMahon (Buchanan) spoke about a totally unexpected reaction when she
visited Bangkok after seven months of duty at 1ALSG.
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I had been in Vietnam some months, when I visited Bangkok.
I froze at the noise and the masses of people in the city as they
crowded in on me. I had been used to the restriction of an
area that was surrounded by barbed wire.

It was strange

because the people around me were just people.59

It was agoraphobia and it haunted her in the years after her return to Australia.
McMahon’s problem was a specific example of a broader phobia, or psychological
reaction, experienced by military personnel who had worked lengthy periods confined
to a restricted space in a relatively tense environment. They tended to occur in a rest
period after a long period of intense work. In the post-war period, they could be
triggered when the person involved faced similar conditions to those experienced in
Vietnam.

In her interview, Canny Coventry, a civilian aid nurse, spoke about the way she
suppressed the images of wounded patients when working in the Bien Hoa Hospital.
She created a mental shield for herself by concentrating on her work. She explained,
‘Mentally I think you had a job to do, so that vision, you didn’t think about it from
that side of things.’60 In 2006, however, when the interview was conducted, she
remembered them. For example,

I had a most unfortunate experience one day, when the VC
had gone into a village and this young Vietnamese woman
who was full term, and they’d taken to her with a machete
knife.61
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Remembering, she said, ‘still still gives me the shakes and the shivers and I still have
nightmares about those things.’62 Coventry frankly stated that she had PTSD. She
had returned from the war, married and moved on with her life. Its trigger was the
death of her husband five years before: ‘I think I’d been holding it back. I realise that
now, for all that time.’63

Jan Bell stated in her interview that she had suffered from PTSD and remembered
several situations that she cannot forget.

She was taken aback by the military

atmosphere of Tan Son Nhut airport. She recalled that,

Tan Son Nhut airport in Saigon was a huge military airport
with constant take-offs and arrivals of military and
commercial flights. Everyone was armed, except for us and to
say the least it was ‘surreal’. I mean to get off the plane and
see everyone with firearms and other weaponry. Terrifying!64

Her expectations of working in a well-ordered hospital were dashed within a day of
arriving at her destinations. In a letter home to her parents she described her first
impressions of the hospital. She wrote that

I went out to the hospital this morning and was given a brief
orientation tour.

I just could not begin to describe my

impression and feelings about the place. Possibly I will grow
accustomed to the filth, stench and general appearance. 65

The scenes and the situations of the frequent insurgent attacks during and after the Tet
Offensive aroused her greatest fears to first survive and then to cope with the
devastation. She recalled that
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… we weren’t quite ready for the sight, which was to greet us.
People were milling everywhere, most of them injured, some
of them already dead or nearly so.66

The memories of those sights of severely injured people remained with her for life. In
her interview, when she recalls and talks about the Tet Offensive, she described a
scene where
… most people had multiple traumas; fractured gun-shot
wounds, shrapnel wounds and associated tissue damage. The
remembrances of children with shot-off limbs are images that
stay with me all my life.67

The long hours, the number and severity of the injured, and the constant fear that the
Vietcong would attack the hospital led to her fatigue, anxiety and a state of hypervigilance.

Jan Allan came to Vung Tau in 1970 and therefore did not experience the onslaught of
the Tet Offensives, but she remembered one frightening incident whilst travelling
home from the hospital to the team’s villa along the coast. She was alone ‘when a
black pyjama clad figure steps out of the jungle in front of her car.’68 Her sensation of
her fear and vulnerability linked to that incident remained with her for a long time.
She claimed that she did not suffer from anxiety, but on her return to Australia she
recalled that her mother noticed she was restless.

As noted earlier, PTSD is not a straightforward and simple label of a medical
condition. Several veterans talked about a variety of complex signs and symptoms
that affected them at various times in their post-war life. Marita Mulcahy claimed she
first had ‘a few bouts of depression’69 and Jill Storch believed that her tour of duty.’
scarred me psychologically. It was having the nightmares and things like that, and I
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am sure it will be with me till the day I die.70 Mulcahy and Storch did not claim to be
suffering from PTSD, but their symptoms were linked to a condition which came
when the veteran remembered and pondered upon the images and experiences in the
war time days, either immediately in the past or many years later. This uncontrolled
situation brings about restlessness, irritability, and recurrent explosive anger
(behaviour that did not exist before the threatening experience). As Kole explained,
‘These emotional situations were the veterans’ efforts to avoid stimuli that recalled
the frightening memories.’71 Allan and Bell’s irritability and restlessness were their
first attempts to blot out the fearful memories of unexpected and sudden danger and
the images of the events in the war.
Some veterans suffered from sub-clinical PTSD.72 For example, Allan, Bell, and
Coventry, as mature professional women who were selected by their hospital because
they were regarded as strong and capable women, did not complain about not coping
with the challenges in Vietnam on their return. Whilst in Vietnam, they invented
safety devices to cope in a situation where they encountered the threatening aspects of
the combat experience. They tried not to show weakness. Mary Divine (Page) put it
this way: ‘The nurses had to be strong, and had to be seen to be strong, and they were
the glue that held things together.’73
When they first entered the war zone they ‘revved-up’74 their biochemical reactions to
survive. Bell spoke about the armed guards and soldiers at the airport when she first
arrived. Her reactions of tension and alertness (or hyper-vigilance) were considered
normal in combat conditions. According to Paulson and Krippner they ‘adjusted their
internal world to cope with the intensification of fear, anxiety, rage or hatred.’75
When they returned to peacetime society, ‘reactions that were normal under combat
conditions became abnormal or pathological, only when viewed from a non-combat
70

Jill Storch interview with Elizabeth Stewart on 12 March 2006, AWM SO3980, p. 42.
Lawrence Kole, ‘Post-Traumatic Stress Disorder in Vietnam Veterans’, New England Journal of
Medicine, vol. 314, no.10 (March 1986), p. 641.
72
Daryl Paulson and Stanley Krippner, Haunted by Combat, p. 9. Sub clinical PTSD refers to those
patients, where damage or physiological trauma has eroded a person’s ability to function and the
conditions is undiagnosed. They have not been hospitalized for their condition; not been referred for
psychotherapy or counselling and who have not sought help of any kind.
73
Mary Divine (Page) interview with Lynn Hemmings on 20 October 1993, AWM SO1630, p. 8.
74
Paulson and Krippner, Haunted by Combat, p. 31.
75
ibid.
71

223

perspective.’76 In the clinical practice of one physician who cared for World War II
patients over several decades it was noted these patients still subconsciously perceived
that their past was real and their chronic anxiety disorder was a normal reaction. One
patient still awoke in middle of the night dreaming of experiences in New Guinea. 77
It was difficult for these patients to leave the images of the past behind, which
resulted in their chronic discomfort and anxiety. Their lives vacillated between the
past and the future with little focus on the present.78

If Coventry, Bell and Storch had received effective and comprehensive de-briefing in
the immediate post-war period, it might have ameliorated their suffering, the anxieties
and latent PTSD. Many of the Vietnam nurse veterans tolerated and found other
means to deal with their anxieties, panic attacks or depression for some time, even
years. However, when another extreme stressful event occurred, such as the death of
a loved one, (as was the case for Canny Coventry and Jan Bell), illness or problems at
work, their psychological problems were re-ignited. It was this later event that often
became the catalyst that exacerbated their underlying depression or anxiety and they
then experienced the full clinical symptoms of PTSD.

The women who remained in the RAANC fared better. Mary Devine (Page), for
example, noticed that the nurses who remained in the army for several years after their
return did not have many problems. She said that,

I think those people [the nurses who left the army
immediately] seemed to have had a lot more trouble adjusting
to life back home than those who remained within the army
for a few years.79

They returned to a familiar institution, talked about their experiences with their
colleagues, or their senior sisters or the resident psychologist. The mentorship of the
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senior sisters was significant because several had seen service in World War II. Debriefing with fellow army nurses enabled them to find the means to help themselves.

Adjusting and remembering

Many nurse veterans sought their own private recognition or their own resolutions to
overcome disillusionment and depression in their attempts to re adjust to civilian life.
They maintained friendship with their teammates. Most of the 31 interviewees spoke
about the way they gravitated to some close friends from their group for solace and
support. This regular communication with friends who had been there with them, and
who understood their anxieties, was a legacy of a nursing tradition that harked back to
the Boer War.

Von Clinch summed up this camaraderie: ‘There’s a special

relationship that you know you could trust them with your life.’80

The close fellowship of the group became their refuge, a space where they could talk
together and voice their anxieties without being judged.81 Some nurses married and
started a family. They looked for an intimate relationship and support as part of their
personal lives: 75 per cent of the cohort married within a few years of returning to
Australia. Jenny James and Jan Allan, in their interviews, for example, referred to the
support their husbands gave them. In the RAANC cohort of military nurses 11 out of
the 16 married within a few years of their return. Geoff and Pam Barlow, 82 and June
and Michael Naughton83 met in the Australian Army in Vietnam, married and
supported each other in the post-war years. Their testimonies for the AWM revealed
little evidence of disillusionment and depression in their post-war life. June Naughton
(Miinchow) explained that she knew her husband before Vietnam. She added, ‘We
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were there at the same time. But it was few years after the Vietnam that we sort of
married and have gone on from there so…’84

In the post-war life of some veterans, other events could also bring about depression
and disillusionment. Many members of the civilian aid teams spoke about the way
they were personally affected by the lack of immediate public recognition when they
first returned home from Vietnam.

This disillusionment for some increased in

severity as time went by. It was a shattering of their personal expectations. After the
risky heavy duty of Vietnam work, they expected public gratitude from Australia in
the same way World War I and World War II veterans were applauded, particularly
on Anzac Day. The fact that there was no de-briefing, little or no public recognition
in the first 15 years, and sometimes scorn from Australian society accentuated their
own personal perception that they, and their work, were unworthy. This in turn
became the catalyst for added depression or anxiety. Matthew Friedman in 2005
commented upon the lack public recognition after the Vietnam War and the effect that
had upon the veterans. He believed that ‘homecoming decisively affects veterans’
adjustment to civilian life, and in American society the anti-war protests should not
have confused the war with the warrior.’85 His observations could have been made
about Australia.
In some ways, the interviewees’ memories of their reception on their return to
Australia reflects Alistair Thomson’s analysis of the way some diggers reconstructed
their memories to match what they saw as truth.86 As Stewart has pointed out, 16
welcome home marches were, in fact, held in the mid 1960s and the newspaper
reported that they were attended by ‘an enthusiastic crowd, and largely protest-free.’87
In 1966, Vietnamese veterans marched in the Anzac parade with veterans from Korea,
Malaya and Borneo. These have been forgotten, but not the Welcome Home March
in 1987, 15 years after Australia’s involvement in the war, ended. It was a public
recognition of the war service of the veterans and was a success for the participants
and the Australian public. For Vietnam veterans and Australian society as a whole it
84
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was a turning point in Australia’s attitude to the war and the veterans themselves.
Twenty-five thousand veterans attended and it was ‘watched by a crowd of
250,000’.88 Many veterans later claimed that, ‘it helped to resolve their feelings about
the war and their service.’89 In short, it did ameliorate some veterans’ bitterness, by
placating their feelings of neglect.

Barbara Sutherland, for example, believed that it
… was important that we all came together again. Not just my
team but a lot of other people that had also had the same
experience and somehow that just brought us all together
again. There was just that camaraderie there.90

For Ann Healy (Patch) had this to say:

What I felt at that Welcoming Home, is the same significance
as something like a baby being born, or a death or something
that’s so personal and significant that you can’t even share it
really unless another person has had that same awareness.91

Patricia Gibbons (Ferguson) agreed with what her friend was saying when she said
that,
… to another Vietnam veteran you don’t have to explain
yourself or make excuses or start from way back there. You
can just open up. You don’t have to set the scene and that’s
what is so easy and comfortable.92
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Some nurse veterans organised and attended public reunions, which they believed was
part of their self-survival. Many in the cohort recalled their pride and enjoyment in
participating in the public reunions after the Vietnam War March in 1987.

Figure 8.2: Crowds throng Sydney streets on 3 October 1987 during the Welcome Home
March held to honour Australia’s Vietnam Veterans. (Each of the flags carried, more than 500
in all, represented each of the Australians who lost their lives (Gregory Pemberton, Vietnam
Remembered, p. 193).
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They believed that they alone could understand each other because they were in that
inhospitable environment, dependant upon each other for survival.

Von Clinch

remembered the significance of the get-togethers of the reunions.
We loved them and we had a good laugh. There’s something
special about people that you’ve lived through that sort of
thing with.93

Others, however, had a different view. For Robyn Anderson, the wait had been
‘ludicrously long.’94 Helen Banff, a civilian aid nurse, told Lex McCauley that ‘I did
not expect any glamour or an easy six months, but overall achievement and
fulfilment.’ The RAANC veterans recalled their work in Vietnam with pride. They
claimed they did not need a Welcome Home March. Dianne Badcock (Lawrence), for
example, stated she would certainly go again,95 and Mary Divine (Page) believed in
the value of her contribution to the Vietnam War without public accolades. She said,
‘I think that the kids that we looked after, that’s probably enough recognition
anyway.’96 Both Badcock and Divine were interviewed in 1991, four years after the
1987 March.

By that time they were confident that the Australian people had

accepted their war service in the Vietnam War.

Although the Welcome Home March in 1987 was, in short, a public valorisation of
the veterans’ services for their country, it brought mixed responses from the
interviewees.

It also sparked a renewed interest in the veterans’ experiences,

including those of the nurses. As noted earlier in this thesis, the AWM interviewed
the women in the RAANC and then the civilian aid nurses. They spoke about their
experiences to others as well and, in Dot Angell’s case, completed a PhD on the
civilian aid nurses.

Many of the civilian aid nurses derived personal satisfaction from the fact that they
were successful in delivering the humanitarian aid to the civilian population, the task
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they had been recruited for. Although some, like many people in the Australian
population, felt that they were involved in an unjust war, and many were angered at
the inhumanity and destruction of the lives and families of innocent South Vietnamese
people, many believed that a lot of goodwill emerged from their service Individual
nurses in the cohort talked with pride about the relationship, the friendships and
unique pleasure they had in caring for these people. They gained satisfaction from the
fact that the people they were helping needed their expertise. Therefore they believed
that the work was worthwhile.
Barbara Sutherland, for example, saw her term of duty as ‘a wonderful opportunity to
work with disadvantaged people, particularly the civilian population,’97 and found the
most positive aspect of her service as gaining an ‘understanding of the people and
their culture.’98 Von Clinch saw that there were ‘people in serious trouble and needed
medical and nursing treatment of some sort and that’s why I went.’99 Canny Coventry
not only explained that the best thing about her Vietnam War experiences was
working with the Vietnamese people but also her group. She said that, ‘Whether you
were black, white or brindle, it didn’t matter a damn’, she said. ‘You were all working
as a team.’100

Marita Mulcahy remembered the gratitude of her patients and said

simply, ‘They just loved us and we loved them.’101 Robyn Anderson, who later
became hospital chief nursing advisor to Vietnam, believed that the experience was
valuable because ‘we saved thousands of lives. We were able to have an effect on the
little hospitals all over the place.’102 Jenny Leak, stayed on after her term of duty was
completed and worked with the Asian Christian Service, and described the
significance of her experience: She saw ‘the value of people, the value of family, the
futility of war from all sides,’103 and Jill Storch remembered the stoicism of the
Vietnamese people: ‘They made the best of it.’104
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The women in the RAANC, however, had little to do with the civilian population.
Terrie Ross (Roche) did become quite friendly with the children. She remembered
that ‘if you ever met them in town they’d make a huge fuss of you.’105 But her sense
of empathy with the South Vietnamese people was rare in the RAANC cohort used
for this thesis. Because so few of the nurses actually mingled with the Vietnamese,
their only knowledge of them came from dealing with battle casualties and, in that
sense, the Vietnamese were the enemy.

The nurses, however, were somewhat

circumspect in how they expressed their feelings some two decades after the war.
Shirley Southwell, for example, said, ‘They did upset me a bit, particularly if they and
the boys coming in, had been in the same engagement, and particularly if [our boys]
had been killed.’106 Patricia Gibbons (Ferguson) said,
… and so you’re out there fighting Charlie, and these boys
were doing a really good job in the bush fighting Charlie. So
because you thought you were superior I guess you didn’t
really hate them.107

Battling on

After their return home from Vietnam, the members of RAANC had the guarantee
that they would receive benefits under the Veterans’ Entitlements Act, (VEA). In
comparison, the members of the civilian aid teams did not. This situation aroused,
and is still causing, bitter feeling amongst many members of the civilian aid teams.
Jenny Hunter believed that

We nurses and the doctors too, I guess, have been very poorly
treated by succeeding governments; promised that our
problems were understood and would be fixed by succeeding
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politicians, none of them have kept their or their party’s word.
I think that even Dot has virtually given up…108

The anomaly is difficult to understand. In Repatriation documents the wording,
‘theatre of war service’109 is used to describe the places where Australians have served
in war. The Australian civilian aid nurses rightly believe that they fall into this
category. They might have been deployed by the DEA to meet the humanitarian aid
clause in SEATO, but they served a term of duty in a theatre of war service and
encountered either potential, or actual, danger from the hostile forces of the Vietcong
and the North Vietnamese Army.

Their real concerns about VEA benefits were prominent when many of the team
members were suffering from the same post-war ailments as enlisted soldiers. By
1997 many had been diagnosed with a range of cancers alleged to be from exposure to
Agent Orange, depression, PTSD and medical conditions stemming from the latter.
This situation prompted Dot Angell to form the Civilian Nurses-Australian Surgical
Teams Vietnam (CN ASTV) to bring to the attention of the authorities the wartime
service of members of the SEATO civilian aid teams.110 The association wished to
highlight the health concerns of the veterans and to push for benefits such as a
Repatriation Health Gold Card.111

The Repatriation Department, however, refused to grant medical assistance to the
civilian aid nurses because, it argued, the civilian aid teams were not deployed by the
Australian Defence Forces (ADF) and did not look after the Australian troops.112 In
mid 1999 Major General Justice Mohr113 was appointed by the federal government to
review service anomalies in respect to service in Southeast Asia.

The CN-ASTV

presented a submission to the Mohr Inquiry, arguing that their claims be
108
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recognised.114

Essentially this submission stated that the civilian aid teams did

provide wartime service, assisted the ADF, helped the American allied forces and
faced danger from enemy forces during hostilities.115 As argued in Chapter 7, they
were potentially in greater danger than the members of the RAANC. The Mohr
review accepted the fact that the nurses were working in a war zone alongside the
Australian Army, and that they faced similar challenges to those faced by the army
nurses.
In 2000, however, a Senate committee116 decided that the civilian aid surgical teams
were not eligible for repatriation benefits because they had not been legally deployed
by the ADF.117 In other words, they had not been under the direct command of the
ADF.118 They may have integrated some of their work with the ADF, but they were
responsible to the DEA. McKay and Stewart rightly argued that it was a case of
‘semantics.’119

Lobbying continued and in September 2011, the Minister for

Veterans’ Affairs, Warren Snowden, whilst acknowledging the contribution of
civilian SEATO nurses to the war effort in the Vietnam War, rejected their claims for
repatriation benefits.120 He argued that they were covered for compensation under the
Commonwealth Employees Compensation legislation, which is administered by
Comcare. The Australian Nursing Federation’s (ANF) Federal Secretary rebutted this
argument, claiming that the Comcare system cannot deal with war-time illness and
injuries and a Ministerial Determination could enable SEATO nurses to have access
to the same entitlements as the military and other civilians, such as the Salvation
Army, who served in Vietnam.121 In March 2012 it was rumoured that the Rudd
government would review the situation, but many surviving nurse veterans were
sceptical about this new promise. At the time of writing, the issue of repatriation
114
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entitlements for civilian aid nurses remains unresolved and many of the civilian aid
nurses have died. However, the team members still maintain that they, like all
Australian participants in overseas wars, made a sacrifice when they provided that
medical service to the population of South Vietnam under the SEATO agreement.
Perhaps it is best to leave the last word to one of the civilian aid nurses. Canny
Coventry, summing up the state of play when interviewed in 2006, said:
We’re still battling on. And it’s really about looking after
other volunteers that go now. They need to be cared for and
looked after. So if we can do something good out of that then
we would be happy with that. But we were working in warlike conditions.

There’s no question about it, and taking

orders.122

The two world wars

The problems faced by nurses who served in Vietnam were not necessarily new, but
they were documented far more fully than those of their sisters who had served before
them. Thanks to the research into the Vietnam nurse veterans, historians can now
begin to examine the impact of war on the women who served during previous wars,
particularly the two world wars.

2269 nurses served with the AANS in World War I. Their difficulties, conditions,
dangers and experiences have been discussed in Chapter 4. Rae summed it up when
she wrote: ‘they were exposed to high volumes of casualties, with a level of trauma
and general debility unprecedented in civilian life’123. Unfortunately, their health
records have been lost, but some material has been extrapolated from the Official
Histories and personal letters and diaries.124 We know that 21 nurses died on active
service and 62, suffering from dysentery and malaria, were invalided home.125
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Thanks to the work of Bassett and Rae in particular, we have some insight into the
psychological impact that war had on them after the Armistice was signed.
Sister May Tilton summed up her war when she wrote, ‘Our thoughts were filled with
our losses, the beastliness, the destruction, the waste, the agonies and endurance.’126
Sister Gertrude Moberly wrote, ‘Blood Blood! I am very tired. Oh dear God, how
dreadfully tired and broken-hearted too.’127 She was not the only nurse to reveal longstanding fatigue. A general depression, or sense of futility, overwhelmed others.
Minnie Proctor’s letter, dated January 1919, captured that feeling: ‘such crowds of
girls just don’t care; they seem to have lost all interest.’ 128 Many of these nurses
could well have suffered with varying degrees of shell shock, which in later post-war
periods would be named battle fatigue, war neurosis and, finally, PTSD. Insomnia is
one symptom and is often brought on by recurring nightmares.

Sister Tucker

confessed that ‘I have hardly had a good night’s sleep since my return’129

Nor was their return to civilian life always easy. Many were in unfortunate financial
situations, which compounded their personal problems and the paucity of their living
conditions. Not only were they not fit to return to nursing duties, but they could not
work or be assisted by family. These nurses, however, were eligible to apply for
grants from several organisations linked to returned nurses’ organisations, the largest
and wealthiest being the Edith Cavell Trust Fund. This was an imperial fund that
depended on donations from the public, especially from the wealthy. Its records
reveal that 713 women, mainly from the AANS, made 3093 successful applications
for assistance. The number does suggest that a number of these nurse veterans were
struggling in poverty.130

126

Bassett, Guns and Brooches, p. 95.
Bassett, Guns and Brooches, pp. 93, 126.
128
Bassett, Guns and Brooches, p. 92.
129
ibid., p. 99.
130
Bassett, Guns and Brooches, pp. 96-7 and in: www.cavellnursestrust.org.history
This trust fund was formed in memory of World War I nurse, Edith Cavell, who had been executed by
the Germans for treason. The Australian public appeal was extremely successful, and large amounts of
money made it extremely successful in helping Australian nurse veterans of all wars, particularly
World War I. Money was donated in England, Canada and Australia. After 1919 the trust fund
continued to help nurse veterans in their time of post-war hardship. The fund was wound up in 1976
and in the time from 1919 to 1976, 713 women had made 3093 applications, which were successful.
For example in England in 1919, through world-wide public appeal they raised 12,500 pounds sterling.
In 2014 the ECTF still supports nurses, who face hardship and by granting scholarships.
127

235

Nurses were also eligible for disability pensions under the War Pensions Act, but they
were difficult to obtain. As Clem Lloyd and Jacqui Rees, and Stephen Garton,131 have
demonstrated, the Repatriation Department was reluctant to grant full pensions
because they saw them as an interim measure, as a means of helping veterans return to
civilian life. This reflected the prevailing view at the time that charity produced
dependence, absolving individuals from the responsibility of looking after themselves.
There was also the matter of cost. At the outbreak of the war, no one had anticipated
the number of men that would be needed. Full pensions were only granted to the men
whose physical disabilities were so extreme that it was clear that they would never be
able to work again. If claims, for pensions related to physical and debilitating war
injuries, were difficult to obtain, those based on claims related to mental health issues
were virtually impossible to secure. The cause of any mental health problems in
veterans, it was argued, lay not in the war but rather in predisposition on the veteran’s
part.132 As the nurses had never, technically, been involved in combat, their claims
were even less likely to succeed. Moreover, many of the women had no documentary
evidence to support their claims.133 Those that did receive a pension, whether full or
fractional, found that it was inadequate for living purposes. They were paid as other
ranks and not as officers, simply because their rank as officers had been honorary. It
is also difficult to shake the notion that decisions made by the Repatriation
Department were also shaped by yet another prevailing view in Australia at the time.
Women were not, and should not be, bread winners.134 The nurses were forced to rely
on charity or support from colleagues.135 Some of the women were too proud, self
reliant and independent to seek financial assistance and lived in ‘genteel poverty’.136
Others married, yet, in comparison to the military nurses of subsequent wars, more
than half of all the Australian World War I nurses remained single.137
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There is little doubt that the treatment the nurses received after the war politicised
some of their leaders who joined ATNA to fight for the provision of sickness,
accident and age benefits,138 and a matter to be discussed in the next chapter. It was a
wise move. The government never undertook any inquiry into the health of members
of the AANS after the war. In 1952, the Returned Soldiers’, Sailors’, and Airmen’s’,
Imperial League Association, who were concerned that many World War I ‘ex-nurses
were 80 years of age, suffered from ill-health, faced financial hardship, could not
afford hospital admission or convalescent hospital care.’139 And it was not until 1958
that these women finally received full repatriation benefits when benefits for
hospitalisation were finally extended to them.140

In 1973, veterans suffering from

long-term chronic illness received, 40 years after they returned from the war, support
of ‘nursing home care.’141

In World War II, many of the 3477 members of the AANS and the 616 members of
the RAAFNS142 faced physical and psychological stress as they served in locations
from the Middle East, Greece and Crete to Ceylon, Malaya, New Guinea and Darwin.
In many of these locations there were extremes of climate, poor to harsh working and
living conditions, and often a poor diet of tinned and dehydrated food. They nursed
patients with malaria, dengue fever, blackwater fever and dysentery, 143 yet very few
complained of contracting a debilitating disease. Combatants and nurses alike
regularly took quinine as a prophylactic measure against malaria. This, however, was
not the case for the nurses captured by the Japanese. They suffered from malaria and,
because of the poor conditions and lack of nutritional food in the camps, beriberi and
Banka fever, which claimed eight lives. When they were liberated in 1945, their
average weight was a mere 30 kilograms.144 Medical surveys undertaken by the
Army repatriation doctors on the health and well being of ex-prisoners of war
suggested that their life expectancy had been reduced by between five and 15 years.145
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Figure 8.3: Surviving nurses from 2/10th AGH, the 2/13th AGH, and 2/4th CCS, wearing their
old uniforms, in Singapore in 1945 after their return from Sumatra (Bassett, Guns and
Brooches, p. 150).

Little else was done in terms of any comprehensive study of the health of nurse
veterans, although Walker did suggest in the Official History that there were health
issues for these women by noting that ‘the great physical, mental and emotional
demand on the nurses affected their fitness level to return to their pre-war job’.146 It
would be forty years before the government examined the matter.

It would seem, at first reading, that the returning nurses had the benefit of a valorised
notion of war and its soldiers. The experiences of the Radji Beach nurse veterans
were enshrined in newspaper reports and memoirs. Throughout most of September
1945, the front pages of every major Australian newspaper contained stories of
Japanese atrocities committed against Australian service personnel. The nurses’ story
was central to all that was printed.147 Yet, the Study of Returned Servicewomen of the
Second World War discovered that they also faced social pressure, prejudice and
doubts about their war service. Within the services generally, many male officers
were antagonistic towards, and doubted, the value of the women’s services. 148 The
press and the public at war’s end began to look towards a return to pre-war life. The
DVA Study of 1985 published findings suggesting that there was a general concern
146
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that the rigours of service life would stifle the women’s ‘feminine instincts make them
mannish and unfit to fulfil their expected roles of wives and mothers at the conclusion
of the war.’149 However, Shaw noted the contrary: most of the nurses who served in
World War II did meet their ‘expected roles’. They married and became mothers. In
Shaw’s words, they ‘simply wanted to pick up the pieces where they had left off when
they volunteered for the AANS.’150

They became the forgotten service in the

Australian military. The fact that that must have rankled was evident in a response
from one woman when the Australian government decided to commission a study into
the war service and post-war health and living conditions of Australia’s service
women who had served between 1939 and 1945: ‘thank you for doing this research.
It was the first time since our discharge that anyone has been interested in us.’151

The first comprehensive medical study of women who served during World War II,
which included the nurses, was undertaken in 1984 and completed in 1985 by the
Department of Veterans’ Affairs. It surveyed 3250 women. It found that
… 20% of the women who had claimed veteran affairs
medical benefits suffered from diseases of musculoskeletal
system, while 14% suffered from the diseases of the nervous
system. 11% of the women had diseases of the respiratory
system and 10% were afflicted with mental disorders.152
It also found that 2550153 of the women surveyed had DVA pensions and were
‘entitled to treatment at the department’s expense for acute conditions whether related
to service or not.’154 Many of the nurse veterans, however, were not on pensions. This
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reflected confusion over, or ignorance of, available benefits and the way claims were
processed.155 It also reflected the fact that those who had tried to avail themselves of
benefits in early years through the Repatriation Department had had their claims
disallowed.156

The study also revealed another problem that reflected the ages of the women
surveyed. The veterans were at that age when their medical conditions were of an
increasingly debilitating nature, to the extent that it affected their ability to remain
independent in their domestic environment. The vast majority, 90 per cent, might
have had medical and hospital entitlements, but they were not eligible to receive
‘nursing home care from the Department of Veterans’ Affairs.’157 This situation was
extremely difficult for the 38 per cent of the women who were over 70 years of age,
‘the majority of whom lived alone,’158 according to the study. Moreover, 26 per cent
of the cohort was in what the study described as ‘difficult financial circumstances.’159
The study identified several reasons for this hardship, ranging from their single status
and the high cost of their rent to diminishing rates of pay when in service, which in
turn impacted upon their superannuation benefits.160
There was little mention in the Study161, however, of cancer and the various types and
degrees of psychological disorders, such as anxiety, panic attacks, and depression
(although Shaw did mention a veteran who had inoperable breast cancer). 162 Yet,
considering the experience of many of the nurses discussed in Chapter 4, it remains
odd that Veterans’ Affairs did not pursue this line in inquiry. The stressors in the
nurses’ day-to-day living were as great, if not greater, than those experienced by
Australian military nurses in former and later wars, especially the women held in the
Japanese camps. Shaw’s work on the survivors of the Vyner Brooke suggests that it
did come at a cost in terms of mental health issues. Many veterans suffered symptoms
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indicative of PTSD: nightmares, flashbacks, restlessness and loneliness.163 Vivian
Bullwinkel was one. Subject to nightmares, she said that she ‘had to wait almost 30
years to find someone she could share those stark memories with.’164 In 1945, Army
psychologists had decided that quickest road to recovery for those who had been
prisoners of the Japanese was to forget it. It was bad medical advice, something that
these women may have intuitively recognised, because, like their male counterparts,
they kept in touch with one another through visits, letters and attendance at annual
AANS reunions.165

Conclusion

The study into the personal lives of the Vietnam War nurse veterans reveals that many
have suffered physical and psychological problems in their post-war life to varying
degrees, although the women in the RAANC seemed more pre-occupied with their
possible exposure to Agent Orange and other chemicals used during the war. They
were far less concerned about the issue of access to health benefits, unlike the civilian
aid nurses. Because they were deployed by the Defence Department, they were
guaranteed veterans’ benefits, including the much sought after ‘Gold Card’. 166 The
civilian aid veterans are still seeking equivalent benefits, rather than the more limited
health benefits available under Comcare, arguing that, like they had served in a war
zone.167 Their wartime work was as intense as that of their army counterparts and
their presence and participation in wartime duties supported the medical defence
forces.

However, in comparative terms, the nurses returning home from Vietnam were better
served than the women who had served in previous wars, especially the world wars.
Many of the former military nurse veterans came home to far more meagre support
and genteel poverty. In the post-war periods of former wars many veterans received
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little or no government assistance. The Boer War nurses received no government
support. There was limited support for World War I nurse veterans and the Returned
Sailors’ and Soldiers’ Imperial League Australia168 also offered some support. After
World War II, the nurse veterans were told to re-assimilate back into peacetime
society, forget their combat fatigue or anxieties and resume normal family life. The
Study into the health and living conditions of these veterans was not formally
researched until 1985, 40 years after the end of World War II.
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Chapter 9: Professional Post War Lives
The nurses returning to Australia after their service in Vietnam were returning to a
profession that was undergoing substantial change and reform. Unlike the nurses
from the previous world wars, who had often played a major role in post-war nursing
reforms, these women did not fill a similar role. Unlike their sisters in the two world
wars, the Vietnam veterans constituted a tiny minority of the profession. Yet, their
professional lives post-war reflected the changes that were occurring, changes that
were building on reforms introduced over succeeding decades in the twentieth
century. This chapter begins with a brief overview of the history of nursing reform in
Australia to provide a context for the professional post-war lives of the Vietnam
veterans whose interviews are examined later in the chapter.

Nursing reform: an overview

The Boer War was the first time Australian nurses had worked in British hospitals and
alongside British doctors and nurses. As discussed in Chapter 4, they were often
painfully aware of the differences between themselves as civilian nurses working
within the military hierarchy and the Netley Sisters who were part of the military. 1
Yet, that experience made them look at their profession at home and the nurse leaders
returned from that war determined to elevate the standard of training and status of
their profession in as many ways as possible. The first opportunity came with the
establishment of the AANS in 19022 in the wake of the establishment of the QAIMNS
in Britain. The AANS was a reserve force, to be called upon if Australia went to war
again, and its membership was voluntary.3 Each military district established by the
Defence Act of 1904 included a superintendent for the AANS and these women
included Boer War veterans such as Nellie Gould and Julia Bligh Johnston. Along
with other experienced nursing leaders in Australia, such as Elizabeth Glover and
Margaret Graham, the AANS provided a forum for the women to discuss plans to
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raise the standard of education and status of nursing, and the implementation of
changes to the clinical aspect of ward management.4

Even though these women were active in the AANS, they were still, in essence,
civilian nurses, working in the public and private hospitals of their respective states.
They became founding members of the state associations for trained nurses. The aims
of ATNA, established in New South Wales, were typical of the broader aspirations of
these associations, viz. the ‘standardisation of nurse training, implementation of
qualifications, regular examinations during training and the register of trained nurses’5
as the ground rules for professional practice. Subsequently the organisational ability
and constant agitation for change on the part of this group of women became part of
the groundswell of nursing policy reform. The International Council of Nurses was
the third arena. Founded in 1899, its annual conferences drew nurse leaders and
members from around the world to discuss the profession. Normally, at least one
state leader attended the Council’s annual conferences as an observer to hear about
contemporary trends in overseas nursing, particularly the progress of nursing in
Britain, Canada and the United States.6

World War I had an impact on the clinical side of nursing during the inter-war years.
The war had produced new procedures and technologies that greatly altered the
prognosis of patients and gave nursing sisters a small degree of responsibility. For
example, nurses were required to use the Carrel Dakin method of irrigation for the
cleaning of wounds,

7

where the nurse, every two hours introduced or washed the

wounds with Dakin’s8 antiseptic solution to prevent the formation of pus, thus
reducing the spread of the infection. They also tested new forms of treatment for
malaria and administered chloroform anaesthetics by nasal drip.9

Several nurses

worked in convalescent hospitals, where they became adept in rehabilitation care and
physiotherapy, and one World War I veteran, Elizabeth Kenny, would earn
international fame for her development of new rehabilitation therapies for those who
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suffered from poliomyelitis.10 The lessons learnt in CCSs and AGHs seeped into the
nursing curricula of training programs. Jane Bell, matron of the Alfred Hospital,
Melbourne, introduced the subject of dietetics into hospital system, the diet kitchen
and dietetics department, and the subject became part of the nursing curriculum. She
introduced a number of other hospital reforms, including allowing trainees to work in
the operating theatres as scouts. The theatre scout was the one member of the theatre
team, who was not scrubbed or in sterile garments. She collected instruments and
extra drapes from sterilisers, ran theatre errands and performed non-sterile tasks as
ordered by the surgeon. However, the most important change was the introduction of
the Preliminary Training School (PTS) for new recruits. This was an important move
in elevating the standard of education for trainees. Potential trainees spent six to eight
weeks in the tutorial school attending lectures on patient care, ward management and
the rules and regulations of the hospital. During this time, the nursing concepts of
observation, memory and attention to detail were instilled into the probationers.
These introductory lectures emphasised the importance of theory and clinical
practice.11

The leaders, such as Grace Wilson, Maud Kellett, and Evelyn Conyers, had returned
to Australia determined to see changes in basic nurse training, post-training study and
the regulation of the profession at home. They believed that a higher standard of
education led to increased status for the profession. Regulation would remove what
they regarded as a threat to the status of the profession, untrained nurses. The best
way to achieve these reforms was through the associations and legislation governing
accreditation. Former military nursing leaders, Rose Kirkcaldie,12 Maud Kellett,13
Grace Wilson14 and Jane Bell,15 for example, used their political and management
skills and became active members in the executives of their State associations. Yet, as
state associations, they lacked a national focus. Evelyn Conyers,16 founder of The
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Royal Victorian Trained Nurses’ Association, approached a receptive Sydney-based
ATNA about joining forces to formulate national policy to override the divisiveness
between the nursing associations.17 In 1924 the state branches of ATNA and the
Royal Victorian Trained Nurses’ Association federated in order to establish the
national nursing organisation, or the Australian Nursing Federation (ANF), an
unincorporated association. By 1937 the ANF became a national organisation. Jane
Bell had long championed the idea of a national organisation because a body like the
ANF would be accepted for membership by the International Council of Nurses.
Australian representatives would no longer attend simply as observers, but as
members in their own right. It was not surprising, then, that Jane Bell was the first
delegate, sponsored by the Florence Nightingale Committee.18

Jane Bell was one of several nursing leaders who formed the forerunner to what
would become the Matrons’ Institute. They formed an effective lobbying group due
to their effective communication skills, their awareness of the power of the media and
their political astuteness.19 They kept abreast of changes in the profession in Britain
and Canada where movements were being made to transfer nurse training out of the
hospitals into the higher education sector. Therefore, in the post-war period,
Australian matrons planned long-term strategies to ensure that Australian nurse
training reflected the professional trends in overseas medical systems. The old AngloAustralian tensions so evident during the Boer War and World War 1 had also eased.
Australian nurses now travelled to England for post-graduate study at British colleges
of nursing and even the coronation of George VI.20
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Figure 9.1: Members of the coronation contingent (including Miss Grace Wilson on the far
left) with members of QAIMNS at Millbank England. May 1937 (Bassett, Guns and
Brooches, p. 108).

However, the state associations and the ANF steered clear of industrial action to
achieve their ends. ATNA is an example. ATNA was concerned that it was being
promoted as the nurses’ trade union. It was not comfortable with this characterisation
of its role and purpose. It avoided taking industrial action to improve wages and
working conditions, preferring instead to promote an image of nurses as unique
workers who did not need to take militant industrial action as other hospital
employees had done.21

The growing status of the profession was reflected in both regulation and legislation.
The Nurses’ Registration Act, passed by the Victorian State Parliament in 1923,22 is
an example. It set minimum requirements for the training and education of nurses who
would then be registered to practice. The State would only recognise registered
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nurses, thus removing the threat to the profession posed by untrained nurses.

In

1936, again in Victoria, the Hospital Nurses’ Board took control over the wages and
conditions of nurses employed in that state.23 Other states followed suit: in 1938, for
example, the Nurses’ Registration Board was established in New South Wales.24 This
State Board controlled the qualification requirements, the examinations and the
appointment of examiners, and maintained a register of trained nurses up until the
1980s. Matrons of the large hospitals welcomed this reform because they believed
higher wages and conditions would attract the better-educated recruits. Unfortunately,
the Board did not live up to these expectations: nurses’ wages and conditions
remained unchanged until well after World War II, and often varied from one
institution to the other.25

The nursing veterans of World War II also contributed to changes and reforms in the
profession. In the area of clinical reform, for example, nurses conducted antenatal and
postnatal classes, hospital admission of patients and collection of specimens,
venepuncture for blood analysis and swabs for pathological testing. These procedures
were gradually brought into ward management by the nurse veterans in the
repatriation general hospitals, many of whom were senior sisters. (For example in the
1960’s at the Repatriation General Hospital in Concord, 70 per cent of charge sisters
had served in World War II.)26 Others specialised in areas of clinical practice. Joyce
Twedall, for example, became a leader in the use of radiotherapy in treating cancers. 27
Vivian Bullwinkel became the matron of the new Fairfield Infectious Diseases
Hospital, specialising in tropical diseases, including malaria, which was rampart in the
Southeast Asian theatre of World War II.28

After the war, there were greater

opportunities for veterans to pursue post-training and many took advantage of the
special post-training courses in midwifery and infant welfare or became involved in
the Commonwealth Reconstruction Training Schemes, which provided educational
and vocational training to ex-servicemen and women from World War II.29
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Other veterans followed the path of the World War I sisters and became involved in
nurses’ associations. Annie Sage sat on the Nurses’ Board of Victoria, the Florence
Nightingale Memorial Committee and the Centaur War Nurses Memorial Fund. Betty
Jeffrey and Vivian Bullwinkel travelled the country telling their prisoner of war
stories to raise money for the War Memorial Home for Nurses in Melbourne. Joan
McRae, former matron in chief of RAAFNS, worked tirelessly in the post-war period
for post-basic education for her nurses, and the subsidisation of these costs were met
by the RAAF.30
However, in the post-war period the nurses’ associations were not as popular as in the
period prior to 1939 for several reasons. There was growing disillusionment with the
leadership, particularly in NSW up to the late 1960s, on the part of the nurses and
even government bodies. ATNA’s leadership and office bearers were inept when
responding to industrial issues, reflecting inexperience and a conservative view of the
profession: they allowed nurses’ working conditions to remain below those of the
average worker.31 Nurses worked longer hours and were subject to a roster system.
This meant that some nurses were expected to work day, evening or night shifts
continuously over ten to eleven days, with three or four days off, depending on the
type of shift. Or they worked broken shifts over a twelve-hour day, or their night
work encroached upon their days’ off. Hospital management planned the rosters
without any genuine consultation with the nurses.32 Other State associations also
remained preoccupied with state matters and issues and held the view that the nursing
associations were professional organisations, not industrial trade unions.33
Membership dropped, and in the late 1960s many trained nurses did not bother with
membership after registration because they believed the associations did not support
their claims for better wages and conditions.34
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Nursing reform was not simply a matter of regulation and legislation: it was also
concerned with the professional status of nursing, which included academic status.
Since the Boer War, trained nurses, nursing leaders and military nurse leaders
believed that this element of reform was essential if nursing was to become a
profession with provision for post-basic training, scholarships, research and input into
policy making, but this element was the most difficult to attain, particularly when the
hospitals controlled the employment and teaching of nurses. After World War I a few
experienced trained nurses studied at the Royal College of Nursing, in the United
Kingdom and gained diplomas as nursing administrators and educators.35 Many
nursing leaders were attracted to the system in the United States, where nursing was a
course in the Universities,36 and this idea became the goal of many. The nurses who
travelled overseas on military service were the greatest protagonists of post-basic
training for nurses, particularly Jane Bell, who was the force behind establishing the
Royal Victorian College of Nursing in 1934.37 However it was not until 1949, when
the New South Wales College of Nursing was established in Sydney and the College
of Nursing Australia had its headquarters in Melbourne, that post-basic training
became available for all Australian registered nurses.

Career nurses, such as senior hospital nurses and former military nurses, worked
voluntarily during their off-duty hours in the colleges to provide post-training
education to other nurses. The provision of these courses was pivotal in the evolution
of nursing reform, which in turn led to further scholarship, research and
administration. Prior to the 1970s, trained nursing sisters embarked on post-training
certificates, but few pursued courses at one of the colleges, except those senior sisters,
and RAANC matrons, like Shirley Southwell38 and Jean O’Neil, whose post-training
diplomas were part of their plan in the upward movement of their career. After the
Vietnam War, nurse veterans turned to the nursing colleges or the equivalent in their
respective states to further their education for career development. One example was
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RAANC June Naughton (Miinchow),39 who embarked on her nurse administration
diploma ‘at QUT [Queensland University of Technology].’40

In the years up to 1985, when nurse training was transferred to the higher education
sector, the colleges became the forum for contemporary nursing leaders, not only in
state administration, but specialised disciplines of nurse education, operating theatre
technique41 and ward management. Many college lecturers were the authors of the
new nursing policies presented to the various State governments, and they lobbied for
nursing reform.42 Members who were on the executive were World War II veterans,
Nell Espie, Annie Sage, Vivian Bullwinkel, and Vietnam War veterans Helen Banff
and Amy Pittendreigh.43

Post-Vietnam War was also a time when many nurses had various grievances with
their profession, but individually they were unable to lobby or agitate for reform. It
was their leaders who collectively planned strategies for action, formulated policy and
presented their submissions to government. The leaders were able to articulate in a
public forum the nurses’ problems, one of which was the fact that nurse education
needed reform. The Matrons’ reports, compiled in the late 1960s, demonstrated to the
State Governments this real concern. The outcome of these public discussions led to
several submissions to State Governments, but the most widely respected report was
known as the ‘Goals in Nursing Education,'44 which outlined a plan for basic nurse
education to be taken over by the tertiary sector by 1985. This successful outcome
occurred under the Hawke Labour Government in 1984.
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Clinical

The Vietnam War presented many clinical challenges for the nurses and it was clear
from the interviews that some of these women, in their post-war professional lives
carried over approaches and skills learned from nursing military casualties. In the
cohort interviewed, this was quite marked amongst the women in the RAANC, a
reflection of the exacting and specific nursing care they were undertaking. For
example, the clinical skills demanded by the procedures of triage and Dust-Off, and
the emergency work during the Tet Offensives, had an impact upon the proficiency of
procedures relating to intensive care, operating theatre techniques, and the
management of emergency departments and out-patients’ clinics.

The steps taken in the procedures of Dust-Off and triage are described in Chapter 6,
but it is the voices of the women that bring to those procedures what they meant and
how this affected their professional lives. Trish Gibbons (Ferguson), for example,
described the sound of the two sirens indicating the arrival of Dust-Off patients, the
transfer of patient from the helicopter to the triage ward, the assessment front and
back of the patient and the patient’s eventual admission to theatre. She remembered
the calm efficiency with which this procedure was conducted:
… there was no rush. There didn’t seem to be any rush.
Nobody panicked or ran. The boys would run into triage from
the choppers, they’d hurry them in… The dust-off system was
just impeccable.45
Gibbons believed that the clinical practice she observed in Vietnam was ‘certainly the
highest standard of medicine that I’d ever seen’ in terms of patient care and the
availability of resources. She also believed that it gave her a proficiency and
confidence in intensive care nursing, which she would carry over into her civilian
life.46
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During the 1960’s, registered nursing sisters were required to take on extended
responsibilities and manage wards and equipment at far greater capacity than in
previous years.47

Margaret Hopcraft (Ahern) believed that her tour of duty in

Vietnam equipped her well to handle these changes when she returned to nursing in
ICUs. In fact, she believed that she was more skilled in some aspects of the work than
the doctors. She said:
… we used to put central lines in Vietnam, give blood. I’ve
put drips in and taken blood. I do it all when there’s nobody
around. But we are not supposed to do it in the surgical ward.
They do it in the unit. [ICU] I had to assist one of the doctors
put one in the other day. It took him so long. He kept hitting
the clavicle all the time. In Vietnam we put IVs [intravenous
injections] in.48

Hopcraft clearly believed that practical training and experience like hers had served
her better in her professional life. She was certainly critical of what she saw as a lack
of clinical training in current nurse training.
It is so different, there’s so much theory now. We did four
years’ training. Now they do three years in a college and they
come out and they do a few weeks a year [in the hospital] and
we have to show them what to do.49

Mary Divine (Page) believed that the intensity of the work in Vietnam left her with
the ability to act decisively in a crisis. It was, she said, the
… most stimulating nursing I’ve encountered because there
was a lot happening, a lot was happening. It was all new,
there was lot of things to see and [we were] exposed to lots of

47

Russell, From Nightingale to Now, pp. 69-71.
Margaret Hopcraft (Ahern) interview with Lynn Hemmings on 19 December 1991, AWM SO1579,
p. 15.
49
ibid.
48

253

conditions, all these patients in [all] sorts of different states of
woundedness. The speed and that sort of thing were just sort
of pretty shattering. You could have somebody being shot up
and within forty or fifty minutes they could be on the
operating table.50

Divine believed that her Vietnam experience persuaded her to remain in the army for
ten years, and during that time she chose to upgrade her nursing and clinical skills in
the post-war period. As she put it, ‘I guess that my time in Vietnam was good
grounding.’51 Divine also commented on the fact that some of the clinical procedures
used in Vietnam had been transferred to the civilian sphere, especially the treatment
of burns: ‘you know, the coagulopathy and things like that, a lot of that was pioneered
up there.’52

The technology in Australian hospitals in the late 1960s had become increasingly
more advanced as new machines and equipment found their way into ICUs and
theatres, including Bird’s respirators, holter monitors for cardiograph tracing, and the
diathermy machines for theatre. Technicians were on hand to repair them when they
broke down. This was not the case in Vietnam as Ann Healy (Hall) somewhat wryly
recalled.
I’d never had any training in ICU; I only learnt it when I went
over there, but boy, by the time I came back I could take a
respirator [Bird’s Machine] to bits and put it back…When you
came back, if anything went wrong with the respirator we
knew exactly what it was and how to fix it.53

Terrie Ross (Roche) was one of the first four nurses to go to 8FA. As discussed in
Chapter 6, the conditions were, to put it mildly, a challenge. They demanded from the
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women improvisational and organisational skills in order to establish an environment
that reflected one they had known at home when it came to effective clinical practice.
Along with a male army colleague, Ross used that experience when setting up a
sixteen-bed nursing home in Crookwell. ‘It was a huge venture’, she said, and
attributed to her confidence in planning, organisation and ward management, as well
as industrial matters relating to employment of nursing staff to her experience at 8FA.
As mentioned earlier, the civilian aid teams’ nursing was broader than that of the
women in the RAANC because they were treating the civilian population.

As

discussed in Chapter 7, they faced the responsibility of management, organisation and
acquisition of scarce resources to equip the hospitals to the standard of the Australian
general hospitals. Yet, they also dealt with the casualties that stemmed from the war
itself, and they brought their experiences to bear on their professional lives after they
returned to Australia.

Robyn Anderson, for example, had had experience in intensive care nursing at the
Alfred Hospital in Melbourne before she worked in Bien Hoa hospital.

In the

emergency department she was often confronted by a great number of traumatised
South Vietnamese people, and to facilitate effective medical care, she said, ‘we would
triage the whole lot of them.’54 She described her work at Bien Hoa this way:

It was an enormously valuable experience from a professional
point of view, and you know if we did nothing else, we saved
thousand of lives, literally thousands of lives. But we did do
more than that. We were able to have an effect on little
hospitals all over the place. We certainly had an effect in Bien
Hoa. The school of nursing still exists. The hospital still
exists. And so I think we had a lasting effect up there. And I
certainly am glad that I went and I would go again under the
same circumstances.55
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When she returned to Australia she went back to the ICU at the Alfred in Melbourne,
where she became the night duty sister. Anderson’s confidence in her organisation,
medical and clinical skills were in sharp contrast to her pre-Vietnam days as a ward
sister. When she returned she not only worked as, head night sister, but was regularly
called upon to help with hospital emergencies, until she left for further studies at the
College of Nursing Australia.56

Marita Mulcahy also believed that her time in Vietnam sharpened her clinical and
management skills. When she went back to work at the Repatriation Hospital at
Heidelberg she found that decision making ‘was easier’ than it had been before her
time in Vietnam.57 At Vung Tau, Jan Bell had seen between 20 and 100 patients as
out patients a day, and described her work, ‘a sort of cross between an outpatients and
GP [general practice] service. In my treatment room, come dispensary I would do
various treatments; small procedures like suturing and dispense medications.’58 She
felt that her work at Vung Tau gave her the confidence and experience to handle the
newly formed outpatients’ clinics at the Repatriation General Hospital in Concord.

Further education.

From the late 1960s and into the 1970s and 1980s, there was a growth in areas of post
basic training specialisations, a reflection of the changing nature of medical practice
in Australia as a whole and the nursing profession itself. Thirteen of the women
interviewed for this thesis took advantage of these changes.

For Patricia Kennedy (Yorke), the motivation lay in her belief that her basic training
had been inadequate for her work in Vietnam, particularly when it came to intensive
care work. She stated:

56

Robyn Anderson interview with Elizabeth Stewart on 25 May 2009, AWM SO3989, p. 15.
Marita Mulcahy interview with Elizabeth Stewart on 25 May 2006, AWM SO3986, p. 30.
58
Jan Bell interview with Jan Twomey on 15 September 2005 at Concord General Hospital, p. 6.
57

256

I was pretty naïve. I didn’t really know what war injuries
were all about, and I don’t think anyone does. And this is why
I find it very hard sometimes to even discuss it with people.59
When she left the Amy, she worked at the Women’s Hospital, Crown Street, before
completing a Diploma of Nursing Administration at the Melbourne College of
Nursing. She then returned to Crown Street.60

Similarly, Trish Gibbons (Ferguson) felt inadequately trained when it came to the
demands of Dust-Off, triage and intensive care, yet recalled that the Army was
apparently reluctant to allow its nurses to pursue specialised courses. When her friend,
Fay, requested leave to do an intensive care certificate,
They [the Army] said to her: ‘But you’re a nurse, you don’t
need to know anything else’ – that was their method of
thinking. ‘You’re a nurse you know it all, why do you have to
do another course.’61
However, by the end of her tour of duty, she felt that she was ‘proficient’ and
… I felt in intensive care I could do a really good job there.
We used to debride wounds. We’d have masses of different
wounds on one boy to debride.62

On her return to Australia, she left the army and married, but she also pursued further
post-basic training courses in intensive care, midwifery and paediatrics. 63 She did
note one difference, though, in her work in intensive care when it came to wounds: ‘of
course the wounds I saw in Brisbane were all clean wounds’.64
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The civilian aid nurses returned to their old positions for varying periods of time
because their home hospitals had given them a leave of absence from their Australian
nursing duties, guaranteeing them their jobs when they returned. Eight of the 31
interviewees used for this thesis turned to some type of post-basic training education,
or college courses, in the immediate post-war years. Some became educators,
administrators and university lecturers, whilst others left the profession to pursue
different careers. Jenny James65 had studied for her teaching diploma at the NSW
College of Nursing before she went to Vietnam, but after Vietnam, Dot Angell, 66 Jan
Allan,67 and Jan Bell68 pursued the College course of Ward Administration, while
Mair Jones, a senior lecturer at the College of NSW in Operating Theatre Techniques,
was active in developing policy reform in her area of speciality.69

As mentioned in Chapter 8, Robyn Anderson, after her term of duty stayed in
Vietnam to ‘start a school of nursing,’70 which was attached to the hospital at Bien
Hoa.

Anderson commenced with five students teaching an abridged curriculum

drawn from the Second Year Australian nursing curricula ‘which were all procedural
things’ This experience inspired Anderson to pursue a course of teaching at the
College of Nursing in Melbourne in the immediate post-war period, because in her
own words, ‘I wanted to be a teacher.’71

Jenny Leak spent eight years in Vietnam, and when she returned to Australia she went
back to nursing after completing three refresher courses.

One in general, one in midwifery and one in maternal and
child health, and then I was employed by school health
services which were government... And then that eventually
amalgamated with what was called Mothers and Babies and
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became Child Adolescent Family Health. So it embraced the
early children and the school children.72

Leak also went back to full time study, taking a course titled Child Adolescent Family
Health (CAFHs). She had already completed a diploma in Community Health the
year before she commenced her degree because her work had always been based in
community’.73

At the time of interview, Leak was a University Lecturer. In 1991, 1992 1993 and
1996 she took sabbatical leave from the university and went back to Vietnam. She
said that,
… the first time going back, my brief from the university was
to look at nursing and just to see where it was at that point.
My agenda was to find as many people as I possibly could that
I’d known before, without endangering [goodwill.] We set up
some good liaisons and arrangement to go back in the
following years to run some programs for nurse teachers in the
university. To try and bring them up [to date]—they were
about 30 years behind than, and to try and encourage them.74

Although Robyn Anderson, Jenny Leak, Jenny James and Dot Angell knew what they
wanted to do in the post-war years, other civilian aid veterans did not, and they were
unhappy with their work scene.

Several spoke about being restless when they

returned to their regular, daily clinical work, and found it difficult to adjust to the rigid
rules of Australian hospitals, particularly when they were stopped from carrying out
procedures such as suturing which Janet Brewster had practised ‘routinely in
Vietnam.’75 She said that in Vietnam ‘you were held responsible and you were an
important figure there.’76
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They were also aware that the hierarchal status, with nurses subservient to doctors,
was far more pronounced at home than it had been in Vietnam. Nor was their
experience and work in Vietnam acknowledged. On the contrary, women like Janet
Brewster were told to re-adjust. She said,

I had people at PA [Royal Prince Alfred Hospital] still in the
theatre that had been to Vietnam. And they’d say: ‘Oh, Janet,
you’re not in Vietnam any more’. And you know… then
they’d laugh and say how they had to adjust when they got
back.77
Brewster’s words reflected a situation that was far from humorous. Like
herself, her fellow nurse veterans had returned to a hierarchical structure
dominated by doctors where attempts to implement skills developed during the
war were disallowed. They were also dealing with a war that, by the late
1960s, was an increasingly unpopular one. They had been told to re-adjust and
so simply proceeded with the job in hand. As discussed in Chapter 7, veterans,
both male and female, made little mention of their participation in the Vietnam
War until the 1985 Welcome Home March.

Jan Allan discovered similar responses when she returned to work at the Repatriation
General Hospital, Concord, which ‘only impacted on my restlessness after returning
to Australia.’78

It was this that motivated her to undertake further study whilst

working ‘with clinical trials in the discipline of aged care.’79 The senior positions she
held from 1994 demonstrated that the organisational skills she had honed in the
villages of South Vietnam had facilitated her work in the specific area of community
work. Barbara Sutherland80 rejected the safe role as Radiographer in a large hospital
in order to become a supervisor in a Trauma Department.

Two aspects of this

position suited her at this time. She was in charge, and secondly she was involved in
trauma work in which she had greater expertise than her colleagues. Jenny Hunter
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became involved with the challenging work of operating theatres, and her experience
in Vietnam led her to senior nursing work at ‘Royal Melbourne Hospital and senior
lecturer at the Chisholm Institute.’81

Double-certificate trained veterans like Jenny James, Dot Angell, Jan Allan, Jenny
Hunter and Jan Bell did not wait for encouragement to pursue higher education. On
their own initiative they studied not only for post-basic courses in ward
administration, education diplomas, and operating theatre certificates, but also
attended University, particularly in the years following the Whitlam government’s
abolition of university fees and the provision of an allowance, subject to a means test,
for tertiary students.82 Fifty per cent of the nurses interviewed had studied for a
primary degree at university in the decade following their return to Australia. As
mentioned above, Jan Allan studied for ‘Bachelor of Arts degree at Deakin University
and Master of Health Management.’83 Jenny James received her Bachelor of Arts
degree and Master of Health Administration at Canberra University84, Dot Angell
travelled to Manchester for her Master of Education,85 Jan Bell received her Bachelor
of Arts degree from Sydney University86 and June Naughton (Miinchow) a former
member of RAANC pursued her Bachelor of Science degree, starting in 1979.87

As mentioned in Chapter 2 Australian registered nurses were concerned about outdated training and an apprentice-ship system that was hospital-based where teaching
programs were underpinned by a curriculum last updated in 1953.

It was not

surprising, then, that Australia’s nurses in the late 1960s and 1970s were looking for
change and reform. Five of the veterans studied for this thesis contributed to those
reforms, O’Neil and Southwell within the military context and Angell, James and
Mair Jones in the civilian sphere.
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Leadership
Jean O’Neil and Shirley Southwell served as matrons of RAANC teams in Vietnam.
As mentioned previously, O’Neil joined the Army in 1953 and before her deployment
to Vietnam she had worked in Japan, Malaya and Korea. After she graduated from
the College of nursing she ‘became an instructor at the School of Army Health’,88
where she taught the clinical skills needed for work in triage to all military nurses and
medics who were destined for Vietnam. She was also a member of the selection
committee that chose those who would go to Vietnam and, in her interview, set out
the criteria used in the process:
… the nurse had to be currently serving in the Army for a
longer period of twelve months. Her professional record had
to be impeccable; her personality had to demonstrate that she
could get on with other team members that she would fit into a
war discipline and is able to work very hard.89
O’Neil, as matron in Vietnam, was responsible for handling the malaria crisis and the
threat of the tidal wave in 1968 discussed earlier in this thesis. As far as she was
concerned, her job was to see that ‘the hospital functioned as it should.’90 If Patricia
Kennedy’s (Yorke) memories are any guide, O’Neil was a traditional Army matron
(as was the subsequent matron, Nell Espie). ‘You didn’t address them by their
Christian name’, she recalled: ‘that just wasn’t done and that was part of the military
tradition.’91
Jean O’Neil had three priorities, teaching, nursing and the army, and when she
returned from Vietnam she explained the way she fought for a building to house the
school of military nursing.
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When I came back here I was immediately teaching again and
I was teaching in a marquee. I went up one day and I was
working very closely with the CO and I said: ‘You expect us
to teach and test and just cannot do this under this canvas.’ So
somebody found a hut and they built the school at the military
hospital.92

Shirley Southwell was also a career army officer before she became matron of 1AFH
in 1969. Although she believed that nurses should have the ‘mental ability… to shut
down traumatic experiences’, and stressed the fact that nurses should have ‘a practical
approach to their work’, she did add that towards the end of her tour of duty, she hated
to hear the sirens announcing Dust-Off.93
Appointed as the Army’s Matron in Chief in 1983, she was responsible for a series of
changes in the RAANC. She had strong and influential opinions on the recruitment of
nurses, flexible deployment for married officers and support for the exchange
programs involving Australian and British army nurses. She also insisted that the
nurses under her command, who were seeking promotion to the substantive ranks of
major and above, needed to meet the same requirements demanded of their male
counterparts, which included courses and examinations in ‘military law, court martial
rules and regulations and company drill’.94
Joan McRae95, a strong advocate of post-training at the College of Nursing, was also
and unusual and astute matron-in-chief who she saw the value of post-training college
courses for her nurses.

After the Vietnam War, she persuaded the RAAF to allow

selected nurses to study at one of the colleges at the Air Force’s expense.96

Three of the civilian aid interviewees played a part in the changes in nursing
education discussed earlier in this chapter. Jenny James was the foundation chair of
Nursing at University of Canberra in 1982 and held that position until 1988. She
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brought to the position both experience and qualifications. She had been director of
Nursing at the Royal Canberra Hospital. She was also a Fellow of the College of
Nursing Administrators NSW and ACT, the Australian College of Health Service and
the NSW College of Nursing, where she had graduated with a Diploma of Nursing
Education. She also had a Master of Education from University of Canberra. In
answer to the question about the impact her Vietnam experience had upon her career
path, she replied:

I cannot imagine that anyone who went to Vietnam during the
War could return to professional life without being changed. I
came home with a commitment to improve the quality of
education and practice of nursing in Australia, and so yes the
experience did give me more concrete goals and appreciation
of life and the futility of war.97

Dot Angell, in answer to the same question, wrote about an incident in Vietnam where
an entire Vietnamese family had been killed and the way she was emotionally affected
by the behaviour of the only surviving child who would not leave the recovery room
where the bodies of her relatives lay.

It was this incident in Vietnam, as well as others, which made
me question the whole socialisation and education of nurses in
Australia at this time. We were experts in the physical, but
also we were totally unaware of the psychological trauma and
the social destruction that surrounded us. I made a vow to
myself that I would always encourage nurses under my
supervision to question all things and everyone (including
myself) and not just follow orders.

This philosophical

decision then led me to take an active involvement in the
improvement of nurse education and nursing conditions
through my own education and membership of various
professional bodies, and involvement at the decision making
97
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level for nursing progress into the future. Vietnam was the
turning point of my career.98

After Vietnam, Angell pursued a career in nurse education. She was lecturer in
Nursing at the Sturt College of Advanced Education, and in 1981 became coordinator
of the course. By 1989 she was at the helm of the complex work, which involved the
transition of nurse training into the Tertiary Sector. From 1989 to 1996 she was
Professor and Head of School at the Caroline Chisholm School of Nursing at Monash
University. She was a member of several professional bodies that played a vital part
in nursing reform, including member of Australian Nursing Federation, and was a
fellow of Royal College of Nursing Australia and member of the Victorian branch of
Registration Board of Nurses and Midwives. She has given papers at conferences on
a wide range of subjects from nursing in Vietnam, nurse education, nursing and
gender, palliative care and nursing politics. Today many civilian aid nurse veterans
are grateful for the way she has collected material and support in their fight for
Veteran Affairs Entitlement.99

Mair Jones was nursing team leader of the Royal Prince Alfred Hospital Surgical team
to Vung Tau during the Vietnam War. After the Vietnam War and in her roles as
Theatre Supervisor and Nurse Administrator at Royal Prince Alfred Hospital she was
part of the professional representative on Government and other Committees
promoting reform in nurse education.

She had a significant impact upon the

standards, technical advice and training of staff for operating theatres in NSW and
Australia. Jones acted as the professional representative on two government
committees: the Technical Advisory Committee on operating theatres and the subcommittee ‘Handing of Accountable Items in the Operating Theatre’. She was also
on the task force convened to survey post-basic course operating theatre programmes
in Sydney Hospitals, and paid consultative visits to public hospitals in the Riverina
District in New South Wales.100
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Other Occupations

Six of the women interviewed left the Army and civilian nursing and looked to other
areas where they felt their skills could be useful. The interviews with these women
showed that Vietnam had a strong influence on the post-war careers, and they drifted
into charitable, palliative and bereavement care

Colleen Thurgar (Mealy), for example, left the Army five years after her return from
Vietnam and then, as she said, ‘looking for something’, began to work with Vietnam
veterans. The catalyst for Thurgar’s extensive work with the Vietnam Veterans
Counselling Service was the death of a Vietnam veteran in Canberra Hospital from an
overdose. The attitude of the doctors and her colleagues upset her, particularly as this
patient had multiple shrapnel scars and was obviously suffering from PTSD and
substance abuse. She believed that ‘there’s got to be something that somebody could
have done for him.’101 Thurgar believed that this was not an isolated case and she
became involved with the Vietnam Veterans Counselling Service. She said,
I found the Vietnam Veterans’ Counselling Service had been
established. I called them up and I said, ‘I’m here so that if
any veteran comes, can I refer him to you or I’ll let you know
that they’re here’, and from there I sort of got very involved in
the counselling.

My eyes were open to what was really

happening to the veterans.102

Christine McMahon (Buchanan) and her husband, Bill, were also involved with
counselling the Vietnam veterans. The McMahon’s met many veterans and listened
to their problems, some of which were quite troublesome, including substance abuse
and venereal disease.

Dianne Lawrence (Badcock) worked with the Vietnam

Veterans Trust Fund, but she also remarked on the care and voluntary work of her
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friend, Trish Gibbons (Ferguson) who worked with the veterans who are quadriplegic.
She said that, ‘Trish, she’s a wonderful worker with vets. She’s fantastic.’103

McMahon also commented on the number of her colleagues who had worked with
cancer patients and in palliative care in general, putting it down to the fact that ‘we are
no longer interested in the drama or the dramatics’.104 Pam Barlow (West) had a
different view on why that may have been case.

She believed that caring for

extremely traumatised soldiers prepared her for the work she would undertake after
her return from Vietnam: work with dying patients and their families. For Barlow, it
was a ‘privilege to be with somebody who is dying. And I’ve always carried that
concern for the family with me.’105 At the time of her interview Canny Coventry was
also working in a palliative care unit.106

Jenny Leak continued working to support the people of South Vietnam. Her work in
charitable causes began in Vietnam in 1971 when, instead of returning home, she
worked with a registered Australian charity, the Vietnam Christian School
Program.107 As discussed in Chapter 7, while Leak was working with Children,
Adolescent and Family Health she was involved in refugee resettlement in
Adelaide.108 She organised sponsorship for Vietnamese families to migrate as
refugees after the fall of South Vietnam.

Some veterans sponsored Vietnamese

medical personnel to work at Australian Hospitals, such as Doug Tracey who was
involved in the education of a young Vietnamese nurse and her exchange program at
‘St. Vincent’s Hospital in Melbourne.’109

June Naughton (Miinchow) left nursing altogether, yet remained part of the health
system. For her,
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It [was] time that I gave nursing away and had a change. So I
went back to school, high school and then university, and did
my Bachelor of Applied Science in environment with the
specialty in interior design. So I’m looking more at design
and facility planning for hospitals, health care institutions and
that sort of thing.110

The professional level of nursing had always been the concern of trainees, registered
and nurse leaders. In previous wars, nurses had returned with a changed attitude
towards their profession. The Vietnam War nurses were no different. Many may
have been frustrated by the conservatism in the medical system and the hierarchy in
the hospitals at the time of their return; nevertheless, they turned to further clinical
retraining, education and other occupations to find solutions. After 1974 many took
advantage of the abolition of University fees to pursue further studies, as these
interviews have shown. Like nurses in general, they also joined groups, associations
and colleges to work towards improvement in nurse education, better wages,
conditions and increased status for the profession. Yet, for many of the women
interviewed for this thesis, the war remained a central part of their post-war
professional lives, and in that regard they were like the sisterhood of previous world
wars. As the late Jenny James remarked,

I cannot imagine that anyone who went to Vietnam during the
War could return to professional life without being changed. I
came home with a commitment to improve the quality of
education and practice of nursing in Australia.111

She spoke for many nurse veterans of the Vietnam War.
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Conclusion
The women who served as nurses in Vietnam inherited a tradition that had developed
through successive wars from the Boer War to World War II. But like their sisters in
previous wars they also changed and added to that tradition, reflecting the changing
natures of the conflicts themselves. In this sense, Vietnam echoed the model Seal1
used when discussing tradition within Australian military history although, as noted in
the Introduction, the focus for this thesis has been on the women who served in
Australia’s overseas wars.

As discussed earlier in the thesis, seven elements were identified as constituting
Australia’s military nursing tradition: the motivation to serve, the accommodation of
wartime work, the response to combat related danger and allied nations, leadership,
sisterhood and the pursuit of leisure. The empirical and oral evidence indicates that
the motivations to serve in each overseas war were broadly consistent, despite time
and place. The reasons many members of RAANC gave for volunteering echoed the
same sentiments as former army nurses.

As seen in chapter 6 many of their

testimonies suggested that they believed that this was ‘their’ war and the words and
expressions used by Mary Divine (Page), Pam Barlow (West) and Jean O’Neil,
echoed the same sentiments voiced by former army nurses, for example, duty, care
and a desire to serve their country. Terrie Ross (Roche) in her testimony clearly
reflected a sense of continuity and a link with previous wars when she discussed the
influence of a former senior sister, who had experience in previous wars. Colleen
Thurgar (Mealy) saw service in Vietnam as an opportunity to extend her clinical skills
and professional experience as a theatre sister in the field ambulance.

Patricia

Kennedy (Yorke) saw working in Vietnam as a life-changing experience. And, for
some, the war offered adventure, and perhaps, the chance to escape the constraint of
home, echoing the words and attitude of World War I nurse, Kitty Naughton. The
most marked change from the tradition established in previous wars, however, lay in
the cohort. Unlike previous wars, the nurse volunteers for Vietnam were not drawn
from the civilian population but from the Army’s nursing service. Their terms of duty
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were also of a shorter duration. And they were a very small cohort at 43 when
compared with the number of nurses who served in previous wars.

The nature of the RAANC work, at first in 8FA and later in 1AFH, was similar to the
work of former military nurses in the CCSs and AGHs. There were heavy casualties,
long hours following combat and complicated combat related injuries. Those who
were there during the Tet Offensives remembered the skills needed to treat the
casualties and the impact it had. Patricia Kennedy (Yorke) remembered the surgical
nursing needed as ‘the most profound thing I have ever seen in my life.’2 They also
remembered that the focus of their work could shift, depending on the circumstances.
After a particular skirmish with the Vietcong, Dust-Off and triage could be hectic,
while at other times the pace would slow down.

The nurses also quickly learnt to

improvise and adapt to wartime conditions, which were very different to their
previous experience. This focus was not only on the exacting management of war
trauma, but also the consistent and intensive nature of general nursing care,
particularly during the malaria crisis. This was no different from the nursing skills
and management of former military nurses, and circumstances of former wars. Yet,
like many of the women who went before them, nurses such as Marie Findlay
believed her ability to cope with the demands of wartime nursing rested on the skills
developed during her basic nursing training.3

However, there were some welcome departures from the conditions in which the
nurses in previous wars had worked. Air conditioning in 1AFH, an unheard of
innovation for World War I nurses working in India, or World War II nurses in New
Guinea, was one. The old tension evident in World War I between the medical
orderlies and the nurses was also long gone, even if some of the nurses interviewed,
such as Margaret Hopcraft (Ahern), still had doubts about the Army’s medical
assistants (medics). They also had the advantage of modern technology in wards and
the theatre, such as the diathermy machines facilitated operating theatre techniques,
and respirators eased the distress of some patients.
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In previous wars, nurses close to areas of fighting were subject to combat related
danger that included shelling, and aerial and torpedo attack. The women in the
RAANC, however, were more protected than the women of earlier wars. The women
worked within a guarded compound where security was tightened when Army
Intelligence sighted Vietcong activity. They were accompanied by Australian military
or security guards on excursions to the town of Vung Tau, and their strict rules and
regulations, including the ‘nine o’clock curfew’ curfew, meant that very few actually
came under threat from combat related danger. This did not mean, however, that the
perception of threat was necessarily diminished, especially during the Tet Offensives.

Three other traditions from previous wars were also continued. Leadership was one. It
was strong and fair. O’Neil’s hard work and fair appraisal of her staff, the medical
assistants, Vietnamese and Vietnamese children earned her respect from her nurses.
Pam Barlow, in particular believed that O’Neil had an extraordinary capacity to
resolve difficult situations. The reliance upon sisterhood and pursuit of leisure were
continuing traditions, but adapted and in keeping with modern technological world of
the late 1960s. For example the excursions by helicopter to parties at Nui Dat were no
different from sightseeing tours on the veldt in a horse and buggy during the Boer
War, or sailing off the coast of Lemnos in World War I or playing tennis in the
Cameron Highlands, Malaya in World War II, except for the technology.

There was, however, another cohort of nurses who served in Vietnam and they
outnumbered the military nurses, the members of the civilian aid teams sent to
Vietnam under the provision of the humanitarian aid clauses of the SEATO Treaty by
the Australian government. As set out in chapter 1, the DEA were the architects of the
administration plan and the employers of the civilian aid teams.

Interestingly the civilian nurses responded to the call for overseas duty in the same
manner as the women who served as military nurses in previous wars. Like the
women of the RAANC, their motivations echoed those of the nurses who had served
in the past. Dot Angell and Jan Allen, for example, used expressions such as duty,
care, and responding to a call to serve their country, much as the members of the
RAANC had done.

Jenny James, like Colleen Thurgar (Mealy) saw service in
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Vietnam as an extension of her professional experience, particularly with regards to
teaching the Vietnamese nurses. Jan Bell echoed Patricia Kennedy’s (Yorke) words
when she saw the Vietnam experience as ‘life changing’.4 However the patients of
the civilian aid teams were not the Australian troops but the indigenous population of
South Vietnam, and therein lay a difference between the members of RAANC and the
civilian aid nurses. Civilian aid nurses, such as Norma Von Clinch, stated they
volunteered to help people who were in serious trouble and needed medical and
nursing help, while Canny Coventry and Barbara Sutherland joined their teams to help
what they saw as ‘disadvantaged people’.5 They were part of the Australian
humanitarian arm of SEATO, and the guerrilla war was, for some a secondary
consideration. That was a new slant to that tradition of volunteerism, where nurses
had volunteered to care for Australian troops in the various war zones where the
troops were stationed.

As discussed in the thesis, the civilian aid teams worked outside the military
compound where the women in the RAANC were stationed. Their working conditions
were very different. They lived and worked with no running water and in dilapidated
colonial hospitals with sewerage and garbage problems. They cared for patients with
diseases rarely seen in Australian hospitals, such as rabies, tuberculosis, ascaris
worms, dengue fever and malaria. They also treated those who were victims of a
guerrilla war. Periodically, the Vietcong attacked villages or busloads of South
Vietnamese and the emergency admission became overwhelming.

For Robyn

Anderson it meant being constantly prepared for the demands of the intense clinical
work to manage the continual emergency work. It was a view that the nurses serving
in the CCS during World War I, or the nurses serving in Northern Africa during
World War II would have recognised. The skills they relied upon were the clinical
skills acquired during basic training, in much the same way as the nurses in previous
wars had done and as Findley mentioned earlier had done. Jan Allan, for example,
claimed that her work was ‘basic nursing care’,6 although Robyn Anderson believed
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that it was also a ‘step up to a level of nursing far beyond anything we ever did.’ 7 In
this sense, the civilian aid nurses were closer to the demands of wartime nursing
experienced by the women during the two world wars.

Although the women in the RAANC may have felt that they were facing combat
related danger, especially during the Tet Offensive, for the civilian aid nurses working
in the Vietnamese community, it was a reality. They were in greater danger than their
military sisters. And, although a front line did not exist in the guerrilla warfare that
characterised the Vietnam War it is difficult to escape the parallels with the nurses in
World War I nursing in the CCS who were subject to the enemy’s artillery fire.
Whether intentionally or not, they followed the way those former nurses approached
the situation, namely improvisation and adaptation to the danger (although there are
no stories of nurses donning bedpans when the shrapnel is falling). Robyn Anderson,
for example, remembered watching 200 Vietcong emerge from their tunnel system
200 metres from the house. The nurses had no idea of what the intentions of the
enemy were, so the ‘calmer’ ones took the more frightened people into their rooms.
Robyn Anderson also recalled coming under enemy fire for three straight days as did
Marita Mulcahy’s friends in Ba Ria. There the Vietcong shot up the hospital, forcing
the nurses to hide in their underground dugout for 24 hours.

In many cases, the civilian aid teams, including the nurses, were completely isolated
from the Australian army, and they had to make immediate decisions for their own
security. It followed that sisterhood, leadership and general team cohesion were
necessary for survival and for the treatment of the casualties of war. For example, in
the Tet Offensive, the doctors, pressed for time, handed over triage responsibilities to
the nurses, including Robyn Anderson in Bien Hoa.

During the Tet Offensive of

1968, Jan Bell and Myra Chenery were given full responsibility of triaging all patients
in the grounds of Le Loi hospital, Vung Tau. Jan Bell recalled, ‘I was playing God
and I was only in my twenties.’8 Canny Coventry, in one of the first teams in Bien
Hoa, had to clean, scrub, equip the theatres, while at the same time organising
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teaching the Vietnamese nurses which, in her words, ‘was a challenge.’9 Robyn
Anderson’s capacity for leadership was reflected in her appointment as the chief
nursing advisor in Vietnam at the end of her term. Her task was to advise the
Vietnam government on medical and nursing standards in local hospitals, or, as she
described it ‘to tart up as many Vietnamese hospitals as I could.’10

She also

established a school of nursing at Bien Hoa.

As the civilian aid teams were providing care for a civilian population in a guerrilla
war, it followed that amongst their patients were a great number of children. They
were their patients, orphans, their friends and interpreters, their adoptive children.
This was a new element in nursing in a war zone and both civilian aid nurses and
RAANC nurses were involved, although it was the civilian aid nurses who had far
more contact with the children.

When the nurses returned home they faced their second battlefront. Six to twelve
months of long hours, tense working conditions, caring for numbers of war
traumatised patients with horrific injuries, plus exposure to insecticides and
pesticides, left many veterans debilitated with physical and psychological disorders.
Many also suffered from the PTSD, and were reluctant to complain of depression,
nightmares, anxiety attacks and a variety of psychological symptoms and disorders.
They remain, however, the only group of nurses who have been the subject of
extensive studies into the physical and mental costs of war on the women who served.
Historians have begun to explore the relevance of the studies of the nurses who served
in Vietnam for the women who served in previous wars. The fact that such a study is
warranted is reflected in the response of one veteran who wrote to the DVA after it
conducted its study into the health of the women who served during World War II, ‘it
is the first time anyone has been interested in us.’11

By comparing the two groups of nurses who served in Vietnam, it is clear that they
were both continuing a tradition inherited from previous experience and the sense of
continuity, malleability, adaption and change reflecting the history of their
9

Canny Coventry interview with Elizabeth Stewart on 24 May 2006, AWM SO3991, p. 1.
Robyn Anderson interview with Elizabeth Stewart on 25 May 2006, AWM SO3989, p. 11.
11
Australian Government, Department of Veteran Affairs, The Study Returned Servicewomen, p. 3.
10
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predecessors. The motivations to serve, the nature of the work and combat related
danger, the place of strong leadership, even leisure are there. The emphases, of
course, differ, reflecting both time and place. The major departure in terms of
previous wars was the role that children played in the stories of both groups. This was
more marked amongst the civilian aid nurses because they were working with the
civilian population, yet it was also evident in the testimonies of RAANC nurses Terrie
Ross (Roche) and Canny Coventry, and O’Neil’s attempts to adopt Geup.

The place of civilian nurses in Vietnam also raises an issue that is worthy of further
consideration in terms of Australian military historiography. In the past, nurses
serving in war have served with the military. In Vietnam, civilian nurses worked in a
war zone, but were not part of the military. Yet, the difficulties they faced, and their
responses to those difficulties at a general level, mirror the characteristics associated
with Australia’s military nursing tradition. That in itself raises a question: it may well
be possible that responses to nursing in war zones is not restricted to the military, but
is part of a more general response of nurses to their work in areas of conflict. Only
further study of non-military Australian nurses working areas of conflict where the
military is not officially involved can establish whether this is true, or if the
experience of the Australian civilian aid nurses in Vietnam was unique.
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Appendix A
Questions posed to interviewees

1
2
3
4
5
6
7
8

When did you first decide to train as a nurse? And why did you go nursing?
Which hospital did you select for general training and why?
Did you enjoy your training and what term did you enjoy the most: ICU, OT,
Children, Midwifery
Before you volunteered to be a civilian aid nurse in Vietnam what were your
thoughts about the war and war nursing?
Why did you volunteer to go to Vietnam?
Did you have many ideas about the people, the geography, the war the work in
war zones and the military before you disembarked?
Did you have preparation for work in this war zone?
How did you personally prepare for this new form of nursing?

Work in Vietnam:
9
10
11
12
13
14

15
16

On your arrival in Vietnam what was your first reaction to the country and the
war in Vietnam?
Who were your patients?
What were their problems?
Was the nursing care physically difficult and/or psychologically difficult? If
yes, Why?
What were your working conditions like? (hours, staffing, ward
administration, equipment, drug availability)
Did you have leadership problems or problems with bossy medical officers, or
did you feel comfortable with the team doctors, the South Vietnamese medical
staff and ward assistants?
What were your feelings towards the people? (including women, children,
men and the enemy)
Were the responsibilities more involved and intense in war nursing than in
civilian nursing?

Danger:
17
18
19
20

Did you nurse Vietcong?
What were your feelings about the enemy?
Did you, at any time feel the presence of danger?
If yes, what precautions did you take or were advised to take?
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Feminism and nursing:
There are many definitions of feminism: In the context of nursing one nursing sister
defined feminism as the world view that values women and confronts systematic
injustices based on gender. Do you agree?
21
22

Do you have some thoughts on feminism and nursing?
Did you acknowledge the 1970’s feminist movement even though you did not
demonstrate? In other words did you respect the tenets of the movement?

The Military:
23
24
25

Would you have preferred to have been a member of the RAANC?
What are your thoughts on the institution of the military?
Did you enjoy the company of the military nurses?

Tourism and the great adventure:
26
27
28
29

Were you excited about nursing in an exotic country like Vietnam?
Was the experience an adventure?
Did you have close friends amongst the soldiers?
Did you have comfortable living quarters?

The Aftermath:
30
31
32
33

How did you feel when you returned to Australia/
When you returned to nursing work in the general hospitals in Australia were
you content?
What influenced you to pursue further academic scholarship?
Do you think that overseas experience in Vietnam influenced your
motivations to pursue the academic? Or be part of progressive reform in the
nursing profession?

Post war health.
34

Have you suffered any physical or psychological ailments in the post war
period?

General
35

Do you think that there are special attributes in woman/nurse who volunteer
for service in a war zone?

277

Appendix B

Glossary

Agent Orange

Amoebic dysentery
Ascarid
BCC
Bubonic Plague

Cholera

Cyanosis

Dapsone

DDT
Dengue Fever

Dieldron
Dioxin
Dust-Off
Falciparum
Malaria
Fogging

The most commonly used herbicide in Vietnam. It comprised a
mixture of the defoliants 2,4-D and 2,4,5-T. the term was later
broadened to include the range of herbicides and insecticides that
was used in Vietnam
A more severe form amoebiasis, characterised by diarrhoea,
abdominal cramps and fever
A type of roundworm that may become an intestinal parasite of
humans
Basal cell carcinoma, a malignant skin lesion invading the basal
cells.
A contagious disease endemic in Southern Asia. It is an acute
febrile disease characterised by the inflammation of the lymphatics
with the production of buboes, primary or secondary pneumonia,
petechiae and diffuse haemorrhages and high mortality.
An acute infectious disease caused by Vibrio comma, characterised
by diarrhoea, vomiting, cramps, collapse and suppression of urine.
Case fatality varies from 10 per cent to 50 per cent. Epidemics are
common in the Orient. Vaccine available.
A bluish-purple discolouration of the skin and mucous membranes,
usually resulting from a deficiency of oxygen in the blood and, less
commonly, from an excess of methaemoglobin.
A drug used in the treatment of leprosy that was adopted by the
Americans and Australians in Vietnam for the prevention and
treatment of falciparum malaria
Dichlorodiphenyltrichloroethane, a commonly used insecticide,
active against a wide variety of insects.
A viral disease similar to chikungunya fever. Transmitted by
Aedes mosquitoes, it is characterised by high fever and severe
headache and joint pains
An insecticide that was used in Vietnam primarily to kill spiders
and scorpions
A group of related compounds that arise as contaminants in the
production of the herbicide, 2,4,5-T.
Term used to describe aero-medical evacuation helicopter and also
the evacuation procedure
A potentially fatal type of malaria in humans that is caused by the
parasite, Plasmodium falciparum.
Spraying of insecticide in a fine mist, with a swing-fog machine.
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Leptospirosis

Lindane
Malignant
Medcap

Non-Hodgkin’s
Lymphoma

Rabies
Rickettsial diseases

Scrub typhus

SCC
Small pox

Tetanus

Thyrotoxicosis
Typhoid

Tuberculosis
Viral encephalitis
Vivax malaria

Yellow fever

Zoonosis

A bacterial illness transmitted indirectly to humans by rodents and
other animals. Usually a mild self limiting disease, it occasionally
follows a more sever and even fatal course
An insecticide used against such insects as fleas, termites and
spiders
virulent, threatening life, as in tumours
Medical Civic Action Program: A medical assistance program in
the villages. Normally conducted in a secure area for humanitarian
reasons, medcaps could also be used to improve the image of allied
forces
Any kind of lymphoma other than Hodgkin’s lymphoma. The
distinction between the two types of lymphoma is drawn on the
basis of the different causative factors involved in their production.
An acute viral disease of animals, especially dogs that is
occasionally transmitted to humans.
Diseases brought on by rickettsia, a group of microorganisms
smaller than bacteria, larger than viruses; usually found in ticks
fleas and lice.
A mite-borne disease transmitted to humans by rodents. It presents
with a fever, headache, backache, rigours and often a characteristic
rash.
Squamous cell carcinoma, a malignant skin lesion invading the
squamous cells.
A contagious disease, often fatal characterised by febrile
conditions followed by popular eruption appearing over all parts of
the body.
An infectious disease usually fatal, characterised by tonic spasm of
the voluntary muscles, an intense exaggeration of reflex activity
and convulsions. It is due to the toxin produced by tetanus
bacillus: Clostridium tetani.
Hyperthyroidism: overactive thyroid gland.
An acute infectious disease caused by Salmonella typhosa,
characterised by enlarged spleen and mesenteric lymph nodes with
accompanying acute febrile condition. Vaccine is available
An infectious disease caused by the tubercule bacillus, It may
affect any organ or tissue in the body, but mostly the lungs
Inflammation of the brain caused by a virus.
A non-fatal type of malaria in humans caused by the parasite,
Plasmodium vivax. The parasite may remain in the body for
several years causing periodic attacks of malaria.
An acute infectious disease of tropical and sub tropical regions
caused by a virus disseminated by the Aëdes. The disease is often
fatal, death occurring the typhoid state or from uraemia.
A disease of animals that is sometimes transmitted to humans
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Appendix C
Agent Orange
The veterans’ magazine, Debrief published this list in 1982 to invite responses from
possible victims of Agent Orange.1

Possible Allergic Symptoms:

1
2

3

4
5

6

7
8

9

1

Skin: itching, burning, flushing, warmth, coldness tingling, sweating behind
neck etc. Hives, blisters blotches red spots pimples
Ear, Nose and Throat: Nasal congestion, sneezing, nasal itching, runny nose,
post-natal drip, sore, dry or tickling throat, clearing of throat, itching palate,
hoarseness, hacking cough. Fullness, ringing or popping of ears, earache,
intermittent deafness, dizziness, imbalance.
Eyes: blurring of vision, pain in eyes, watery eyes, crossing of eyes, glare
hurting eyes, eyelids twitching, itching, drooping or swollen, redness and
swelling of inner angle of lower lid.
Respiratory: shortness of breath, wheeze, cough, mucous formation on
bronchial tubes.
Cardiovascular: Pounding heart, increased pulse rate, skipped beats, flushing,
pallor, warm, cold tingling redness or blueness of hands, faintness, precordial
pain
Gastrointestinal: Dryness of mouth, increased salivation, cancer sores,
stinging tongue, toothache, burping retasting, heartburn, indigestion, nausea,
vomiting, difficulties in swallowing, rumbling in abdomen, abdominal pain,
cramps diarrhoea itching or burning rectum.
Gastro-Urinary: Frequent, urgent or painful urination, inability to control
bladder, vaginal itching or discharge.
Muscular: fatigue generalised muscular weakness, muscle and joint pain,
stiffness, soreness, chest pain, backache, neck muscle spasm, generalised
spasticity.
Nervous System: headache, migraine, compulsively sleepy, drowsy, groggy,
slow, sluggish, restlessness, jittery, convulsive, dull, depressed, serious,
crying, tense, anxious, stimulated, over-active, head feels full or enlarged,
silly, floating sensation, giggling, laughing, inebriated, unable to concentrate,
feeling of separateness, or apartness from others, amnesia for words or
numbers or names, stammering or stuttering speech, temper rages.

Pemberton, Gregory. Vietnam Remembered, p. 200.
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